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Abstract
The decreased exclusive breast-feeding rate and increased mixed feeding methods 
for infants in Saudi Arabia highlighted a need for investigation. This research was divided 
into two studies. The purpose of the first study was to examine pregnant Saudi women’s 
attitudes toward breast-feeding, and their effects on infant feeding behaviour. The 
second study sought to explore the main factors that influenced mothers’ decision 
making towards infant feeding. A mixed method design was adapted for this research. 
The first study (quantitative) was conducted during pregnancy and after delivery to 
examine expectant mothers’ attitudes and behaviour to infant feeding, using an 
adaptation of the Iowa Infant Feeding Attitude Scale (I I FAS). The first study results led to 
an interpretative phenomenological design for the second study. The second study 
revealed that the mothers interviewed in this study went through three stages to make 
decisions about infant feeding. These were the planning, transient and implementation 
stages. Each stage was typified by factors that affected breast-feeding initiation and 
continuation. All three stages were influenced by three social structural factors that 
formed the context in which the three stages unfolded: the role of the milk formula 
companies, the role of patriarchy in Saudi Arabia and the role of social networks. To 
conclude, the findings of this research provide broad knowledge about Saudi mothers’ 
attitudes and experience of infant feeding and confirm the use of the modified 11 FAS 
(Ml I FAS) as a predictor for infant feeding choice at four months post-delivery. The 
findings also provide insights that might help researchers and practitioners to understand 
the nature of the problem. The study has implications for both policy and practice for 
health care professionals in their attempt to improve breast-feeding rates in Saudi 
Arabia.
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Glossary
1- AAR: The American Academy of Pediatrics, http://www.aap.org/.
2- BFHl: Breast-feeding hospital initiative, http://www.babvfriendlv.ora/.
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3- Bedouin: Nomadic Arabs, recognised by their nomadic lifestyles, specific 
dialects, social structures and culture, http://i-cias.eom/e.o/bedouins.htm.
4- BfN: The Breastfeeding Network, http://www.breastfeedingnetwork.org.uk/.
5- CIA: Central Intelligence Agency, https://www.cia.gov/.
6- Exclusive breastfeeding: the infant has received only breast milk from his/her 
mother or wet nurse, or expressed milk and no other liquids, or solid with the 
exception of drops or syrups consisting of vitamins, mineral supplements, or 
medicines (WHO 1991).
7- Formula milk: modified cow’s milk or modified soy liquid used for infant feeding 
in instead of breast milk. Also referred to as ‘breast milk substitutes’, ‘artificial 
feeding’, or ‘bottle feeding’.
8- initiation of breast-feeding: the mother is defined as having initiated 
breastfeeding if, within the first 48 hours of birth, either she puts the baby to the 
breast or the baby is given any of the mother’s breast milk. (Department of Health 
2005) www.dh.gov.uk/assetRoot/04/07/16/96/040716196.pdf.
9- Rooming-in: When the newborn stays in the same room with the mother rather 
than the hospital nursery or an arrangement in a hospital whereby a newborn 
infant is kept in a crib at the mother's bedside instead of in a nursery. Sometimes 
there is total "rooming-in" with demand breastfeeding of the infant, sometimes 
not, depending upon the facility, http://en.mimi.hu/pregnancv/rooming-in.html.
10-SPSS: SPSS is a computer application that provides statistical analysis of data. It 
allows for in-depth data access and preparation, analytical reporting, graphics 
and modelling. http://www.flinders.edu.au/compserv/SPSS/spss.html.
11-LLLI: La Lèche League International, http://www.llli.org/.
12-Modernisation: the process of continuing development, toward greater 
effectiveness, efficiency and independence.
http://www.uksport.gov.uk/assets/File/Generic Template Documents/Sports Fun 
ding/investing in change/liC JulQS Part4.pdf.
13-UNICEF: The United Nations Children’s Funds. 
http://www.sil.Org/lingualinks/literacy/referencematerials/glossaryofliteracyterms/w 
hatisunicef.htm
14-WHO: the VVorld Health Organisation, http://www.who.int/en/. ....................
15-Wet nurse: a women who breast-feeds a baby that is not her own. All children 
, who have breast milk from the same mother may be known as milk-sibling and
she is the second mother. Used to be employed but nowadays it is done as a 
favour and unpaid, in Saudi Arabia.
16- UNCDB: United Nations Common Database. 
http://globalis.gvu.unu.edu/indicator detail.cfm?lndicatorlD=25&Countrv=OM
17- Mixed-feeding: used in this research study which means that the mother using 
both type of feeding, breast-feed and formula milk- feeding.
18-social change: the term social change is used to indicate the changes that take 
place in human interactions and interrelations. Society is a web of social 
relationships and hence social change means change in the system of social 
relationships. These are understood in terms of social processes, social 
interactions, and social organization. This defined by Dr. Dennis O'Neil. 
http://anthro.palomar.edu/culture/culture 1 .htm
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Preface
Women’s health issues have always fascinated me since I was a nursing student. I 
used to believe that the breast-feeding rate was high since this is a cultural and social 
norm in Saudi Arabia. According to the literature, immediate breast-feeding initiation is 
very important to start the early infant-mother bonding and helps in breast-feeding 
continuation. However, when I embarked on my internship year I realised that breast­
feeding was not encouraged by health professionals. It never crossed my mind that the 
use of formula feed could be influenced by other external factors other than the mothers’ 
choice, in my master’s degree, I decided to explore this area but my request was 
rejected because this was perceived as an old subject that would not add further value 
to academic research.
Despite several attempts to influence my decision on this matter, my motivation was 
always high and I was even more determined to carry out this piece of research. I came 
from a pure positivistic background. I started my research question and used a 
positivistic paradigm to enquire into the uptake of breast-feeding by mothers (both 
primipar and multipara women). The first study findings generated a very important 
question, which I could not afford to give up; what happened in the experience of those 
mothers who planned to breast-feed exclusively but did not. My focus therefore shifted 
from positivistic paradigm to an interpretivist approach. I believed that qualitative 
methods involving in-depth interviews with individuals would yield more information. It 
was not easy for me to decide which methodology to adopt for this study. It took me a lot 
of time to study the qualitative research methodologies and methods. Even though it was 
very challenging in shifting between two different approaches, I really enjoyed using 
mixed methodologies in my research.
I strongly believe that this combined method helped enormously in identifying and 
explaining the effect of mothers’ demographic data, attitudes, self-efficacy, intentions, 
and formula milk manufacturing companies, health service practices and social 
influences on infant feeding behaviours. The following diagram (Figurel) explains the 
process of this research and how the results of quantitative study (study 1) informed the 
qualitative research (study 2) conducted.
11
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In the following section, an overview of this study is provided, in which Saudi 
mothers’ attitudes and experience towards infant feeding in a socio-cultural, political and 
paternalistic context was explored A summary of each chapter is presented below.
Chapter 1. Introduction: This chapter gives an overview of the background to the study. 
It elaborates on the aims, objectives, and the main research questions presented herein.
Chapter 2. Contextual framework: This chapter provides background information 
relating to the Saudi Arabian cultural perspective of breast-feeding, and breast-feeding in 
Islamic teaching. Changing patterns of maternal behaviour and factors, which may have 
an effect on this, were taken into consideration in this chapter. The actions taken in 
Saudi Arabia and in other countries, to address low rates of breast-feeding are also 
discussed in this chapter.
Chapter 3. Literature review: This chapter presents a review of the relevant literature 
around the topic. The literature presented herein explored and discussed some of the 
factors that interfered with mothers’ breast-feeding practices and experiences. The 
review was an attempt to discuss the impact of personal characteristics, socio-economic 
status, attitudinal and intra-personal characteristics on the breast-feeding method. How 
problems that arise during breast-feeding initiation and how the availability of support can 
affect the breast-feeding decisions are also discussed in this chapter.
Chapter 4. Research methodologies and methods: The reasons behind choosing a 
mixed methodological framework to help understand the phenomenon under the study 
are discussed as an introduction to the methodology chapter. Study 1 ; the quantitative 
paradigm and the methods used in the positivistic inquiries are then discussed. This 
chapter also demonstrates how the quantitative paradigm informed the sampling 
strategies, data collection and analysis for study 2. The second part of this chapter 
discusses study 2; the qualitative paradigm and the different methodologies applied to an 
interpretivist approach Why phenomenology was used is also explained, with a critique 
of other methodologies. The chapter proceeds by discussion of the phenomenological 
theory and its perspectives, and why Interpretive phenomenological analysis (IPA) was 
chosen to analyse the data. The theoretical foundation of the IPA was also discussed in 
this chapter. At the end of this chapter, the method used to collect data and describe the
13
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study settings is illustrated. The participants’ criteria, the recording of, and transcription of 
the interview data are explained herein.
Chapter 5. Results of study 1 : Chapter 5 provides the statistical analysis and results of 
study 1. The results are divided into two phases: before delivery and after delivery, and 
these phases are discussed separately. Both phases provide a complete picture about 
the sample, identify gaps in the results, and propose further investigations.
Chapter 6. Discussion of study 1: In chapter 6, the study 1 results are discussed and 
similar studies in the literature review are used to highlight some common ground and 
disparities.
Chapter 7. Analysis of the interview data from study 2: This chapter highlights the 
process of data analysis using MAXQDA (version 2007). In addition, the process of 
analysis is explained systematically.
Chapter 8. Findings of study 2: In this chapter, findings are presented in three parts: 
The planning stage; the second stage; and the third stage.
Chapter 9. Discussion of study 2: Study 2 is discussed in three parts: The planning 
stage; the transient stage; and the implementation stage.
Chapter 10. Conclusion: In this chapter, a brief overview of the findings and how this 
research can be implemented is provided. The limitations and strengths for both study 1 
and study 2 are also considered. Finally, recommendations for health practices, policy 
makers and future research are highlighted.
14
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Chapter 1 : Introduction
1.1 Background of the study
The benefits of breast-feeding to both mother and infant have long been recognised 
and documented (Guldan 2000; Simmer 2000; Kelleher 2006; Fairbanks et al. 2000; 
Oddy et al. 2006). These benefits include: physical, nutritional, developmental, 
psychological, immunological, social, economical, environmental and emotional. Breast­
feeding is a health behaviour that has delayed impact on infant morbidity and mortality 
(Booth 2001; UNICEF 2010). However, the number of mothers worldwide with the desire 
to breast-feed has declined in recent decades (UNICEF 2008). Until a few decades ago, 
breast-feeding an infant to about 15 months of its life was the norm in Arab and Muslim 
countries, including Saudi Arabia (Harfouche 1981). However, the spread of capitalism, 
widespread advertising and changing social mores over the last 60 years, have led to an 
increasing change in social and cultural attitudes and patterns in Saudi Arabia as well as 
internationally (Palmer 2009). The UNICEF Baby Friendly Initiative (2008:1) indicates 
“from the nineteenth century onwards, with changes in technology, manufactured 
substitutes became more widely available and more often used. Meanwhile, across the 
world, breastfeeding declined”. Al-Nahdh (1994) claimed that the rapid socio-economic 
changes in Saudi Arabia have led to the introduction of many new ideas, which have 
. greatly.influenced the habits, lifestyle and norms of people. Such changes are seen as a 
process of modernisation. This is similar to what happened in the Western countries, as 
Palmer (2009: 212) said:
"wealthier women reject breastfeeding for all the usual reasons and instead of hiring a 
wet nurse, could pay their doctors for a custom-made feed for their babies, believing that 
this modern, state-of-the-art concoction was a scientific wonder”
International studies have identified certain factors that affect the initiation and 
duration of breast-feeding. Some of these factors relate to the infant, such as low birth 
weight, prernature birth, poor sucking and foetal abnormalities (Bautista 1997; UNICEF 
2008). Others pertain to the mothers themselves, with regards to maternal age and parity 
(Dubois & Girard 2003; Fein & Roe 1998), maternal knowledge and level of education 
(Dubois & Girard 2003; Al-shehri 1995; Al-Jassir et al. 2004), maternal employment (Bick 
1998; Fein & Roe 1998), source of support (Dennis 2002; Lewallen et al. 2006) and 
levels of confidence (Heath et al. 2002; Lewallen et al. 2006). Heath et al. (2002) and
15
Maha Al-madani
Erie (2002) argued that maternal prenatal intention, decision and attitudes toward breast­
feeding are also important. Even after a decision to breast-feed has been made, many 
mothers fail to reach their own breast-feeding goals; as they are discouraged by routine 
care in hospitals, as well as existing healthcare policy (Shawky & Abalkhail 2003; Al- 
Jassir ef a/, 2004).
Breast-feeding is also influenced by other factors that concern family and social 
membership. The infant’s father, extended family, friends and health professionals may 
have either positive or negative influences affecting mother’s breast-feeding behaviour. 
The father of an infant has repeatedly been indicated to be an important source of 
support for breast-feeding; the quality of such support can predict both the initiation and 
the duration of breast-feeding (Wambach 2005). The Islamic religion gives the father an 
important role, as he has a key responsibility to provide his child with the best care and 
nutrition (as discussed in 2.4.1.). Despite the fact that the rules and regulations of the 
Kingdom of Saudi Arabia are fundamentally derived from the Islamic religion and law, the 
policy-makers failed to recognise the importance of the role of the father in breast­
feeding. This is evident as policy-makers neglected to incorporate the paternal role when 
formulating the Saudi policy for the promotion of breast-feeding (Appendix 18).
Furthermore, the use of supplementation with “formula” feeding in hospitals 
constitutes one of the main factors that contribute to the decline of the rate of breast­
feeding within the latter half of the first year of infant life. This procedure has been shown 
to affect the initiation and duration of breast-feeding practices negatively (Bolton et al. 
2008; Tender et al. 2009; UNICEF 2008). The provision of free samples of “formula” to 
health workers and hospitals in Saudi Arabia by milk/food product companies encourage 
and support these practices. In addition, the moving of the birth process from the home 
family environment to increasingly modern hospitals can discourage breast-feeding in 
Saudi Arabia (Kilani 1999). In developing countries, the lives of one million infants have 
been estimated annually as being threatened or endangered to disease and sickness, 
and can be saved by a simple measure such as promoting breast-feeding (Al-Shoshan 
2007).
There is a growing concern about the change in the pattern of breast-feeding, 
especially in rapid-transition societies such as Saudi Arabia (Sebai 1982 cited in Al- 
Shoshan 2007). Saudi Arabia has experienced development on a large scale and rapid 
socio-economic changes have occurred in the last few decades. These changes have
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been cited as the main reasons for the change in the population’s life style, in general, 
and in infant nutritional habits, in particular (Al-Shoshan 2007). In Saudi Arabia, there 
has been a declining trend of exclusive breast-feeding, e.g. a decline from 90% to 50% 
at three months of age was reported by Al-Sekait (1988). In addition, the continuation of 
breast-feeding for up to two years dropped from 32% in 1987 (Al-Mazrou 1994) to 3.2% 
in 2000 (Al-Jassir et al. 2004). The most common practice is now to use mixed feeding 
methods during the first three months of infant life (Al-Hreashy et al. 2008, Ogbeid et al. 
2004, Al-Shehri et al. 1995; Al-Othman et al. 2002). The main reasons for this practice 
was the perception that breast-milk was an insufficient source of nutrition (Fida & Al- 
alama 2002, Al-Shehri et al. 1995; Al-Jassir et al. 2004; Al-Jassir et al. 2006). Any 
subsequent pregnancies of the mother (Al-Jassir et al. 2004; Fida & Al-alama 2002), 
working mothers (Al-Hreashy et al. 2008; Fida & Al-alama 2002) and the use of the 
contraceptive pill (Al-Hreashy et al. 2008; Al-Shehri et al. 1995) were also major 
contributors to this shift.
Furthermore, as was noted by UNICEF in September 2001, there has been a decline 
in the rate of exclusively breast-fed infants in Saudi Arabia during the first six months of 
infant life. This problem requires further investigation as it is likely that breast-feeding 
rates may deteriorate even further, as has happened in neighbouring countries such as 
Kuwait, where 42% of infants are now bottle-fed and only 26% are breast-fed (Al-Awdi et 
a/. 1997). Moreover, it is important for health care providers to understand the factors 
contributing to initiation and duration of breast-feeding to .enable, them. to. provide, 
solutions to enhance and extend breast-feeding and to address the problem effectively.
In conclusion, breast-feeding is an important women’s issue in Saudi Arabia. Some 
factors that may influence the initiation and continuation of breast-feeding include 
inadequate family support, health workers, propaganda from infant food companies, and 
constraints in the workplace. In order to succeed at breast-feeding, women need to know 
about their rights to breast-feed and to receive sufficient, accurate information about the 
“formula” milk, to enable them to make informed choices.
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Chapter 2: Background of the study
infant feeding is one of the most important areas of discussion in maternal and 
neonatal health care. Palmer (2009) suggests that breast-milk has unique properties for 
the optimal health and development of the newborn and infant. On the other hand, there 
are an increasing number of views about how newborn infants should be fed. Many 
people currently recommend the use of a bottle; it is more convenient, gives parents 
more choice, allows the new mother to go back to work more easily, and is claimed to 
enable women to overcome the effects of childbirth more rapidly (OBrien 2006).
There is increasing interest in the actual experiences of mothers’ approaches to 
feeding their newborn (Palmer 2009). Breast-feeding, is considered by many to be 
superior; UNICEF (2006) proposes that breast-feeding is a more desirable way of 
feeding a baby. Those in favour of breast-feeding claim that it is not only about the 
achievement of giving the newborn nutrition and valuable elements. It is also thought that 
breast-feeding encourages the physical and emotional interaction between mother and 
baby. It is proposed that breast-milk contains immunoglobulins that confer some 
immunity to the newborn (UNICEF 2008). In addition, it is believed to be more complex in 
its constituents than “formula” milks (UNICEF 2008), though it has been claimed by 
O’Brien (2006) that the constituents of “formula” milk are very close to those of breast- 
milk. Babies who are bottle-fed, on the other hand, are thought to be at greater risk of 
gastroenteritis and other infections (Palnier 2009; UNICEF'2008), which indicates that 
formula milk is in fact different from breast milk, as reported by UNICEF (2008). For 
example, transfer factors such as Lactoferrin are present in breast milk, which helps a 
baby to absorb all of the iron in breast-milk and therefore decreases the availability of 
iron for microbial growth.. “Formula” milk has no lactoferrin, so a higher concentration of 
iron is added to the “formula” milk to compensate. Since a formula-fed baby absorbs a 
smaller amount of iron, the excess may therefore encourage bacterial growth and is 
thought to put the baby at a high risk of gastroenteritis (UNICEF 2008). In addition, 
breast-milk contains bifldus factor, which creates an acidic medium in the gut and 
discourages bacterial growth (UNICEF 2008). Enzymes are another element in breast- 
milk that are missing from formula, that aid digestion, and at the same time, help kill
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bacteria. Breast-milk also has the advantage that it contains living white blood cells and 
immunoglobulin, both of which protect the baby from infections (UNICEF 2008^).
The American Association of Paediatrics (AAP, 2006) holds that “human milk is 
uniquely superior for infant feeding, and all substitute feeding options differ markedly 
from it.  However, it is said that “formula” milk is rigorously researched and tested, and 
claimed to be as good as breast-milk (O’Brien 2006). Chabrol et al (2004) suggested that 
there is increased use of “formula” milk because it allows the infant’s carer to know the 
exact amount the baby receives at each feed. Also, any family member such as the 
partner can be involved in all aspects of the baby's care, including feedings, thus giving 
the mother more time to rest. Palmer (2009) though, argues that the majority of fathers 
do not bring up babies and that most of bottle-feeding is still carried out by mothers.
As the practice of bottle-feeding increased in the USA in the late 60s, the La Leche 
League International (LLLI 2006) came into being as an organisation that set itself 
deliberately against the practice of bottle-feeding. This was followed by the creation of 
the Nursing Mother’s Association of Australia (NMAA) and the Norwegian 
“Ammehjelpen”. Each of these organisations had its own aims and particular philosophy, 
but all aimed to provide peer support to mothers wanting to breast-feed (Hall Moran et al. 
2005). They also aimed to increase the amount of breast-feeding in targeted 
communities and to educate parents about the advantages of this method. The 
evaluation of the peer counsellors of the LLLI program has confirmed ‘its overall 
effectiveness at increasing breast-feeding initiation and duration rate in many areas of 
social deprivation' (Batters by report^).
The WHO claims that breast-feeding is superior to bottle-feeding (WHO 2005) and 
that the newborn should be fed by this method for at least the first six months and if 
possible, beyond. The WHO holds that food is a basic human right, and that babies 
consequently have a right to their mothers’ milk. This is not a view held universally; there 
are women who claim that they too have a right to choose the methods of feeding their 
babies,(Lee & Furedi 2005).
My own view is informed by my experiences of breast-feeding my four children, and 
my profession of midwife. I was brought up in an Islamic country, where the battle
* for more information about the importance of breast-feeding see www.babyfriendiy.org.uk. 
^http://www.nice.ors.uk/niceMedia/pdf/Breastfeedins vol l.pdf
19
Maha Al-madani
between the merits of breast-feeding and the advantages of “formula” feeding currently 
rages. This study originated in this social context. Despite the energetic promotion of the 
vantages of “formula” milk in the Middle East, in which both political and commercial 
interests are engaged, supra-national organisations such as UNICEF, believe that:
"state parties are placed at an obligation to ensure that the advantages of breast-feeding 
are universally understood and to take appropriate measures to achieve this goal. This 
can only be accomplished if the information reaching the general public, and parents in 
particular, is factual, objective, and not prepared with a view to persuading mothers to 
forego or diminish breast-feeding and use artificial product in the mistaken belief that it is 
equivalent to breast-feeding” (UNICEF progress report 1989).
There are many factors influencing how mothers feed their infants and among these, 
cultural factors play an important role. Cultural factors affecting feeding choices are 
discussed in the next section.
2.1. The cultural perspective of breast-feeding
It, has been observed that there are differences in breast-feeding patterns between 
various countries (as discussed in section 3.2). These differences may be related to 
differences in cultures, religions, locations, lifestyle changes, as well as the influence of 
mass media, modern health care and the increased availability of modern consumer 
goods. All of these and possibly others may affect mothers' decisions to initiate, continue 
or terminate breast-feeding (Abada et al. 2001 ; Shoshan 2007).
Culture, as defined by Banks, 1997; 8 is ’The ideation, symbols, behaviours, values, 
and beliefs that are shared by a human group. Cuiture can be defined as a group's 
program for survival and adaptation to its environment” (Banks 1997:8). Culture as 
defined by the anthropologist, Tylor (1871 cited from O'Neil 2007:1) as: “that complex 
whole which includes knowledge, belief, art, morals, law, custom, and any other 
capabilities and habits acquired by man as a member of society”. Culture is thought of as 
a controlling human tool for continued existence, and according to O’Neil, it is a:
“Fragile phenomenon. It is constantly changing and easily lost because it exists only in 
our minds. Our written languages, governments, buildings, and other man-made things 
are merely the products of culture” (O'Neil 2007:1 ).
Yet, Leininger (1991) believes that culture can be “learned, transmitted and shared 
across generations’’. According to O'Neil (2007), culture and society are distinct from one 
another. Culture is, considered as “complexes of learned behaviour patterns and 
perceptions", whereas society is considered as more of an interaction directly or
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indirectly between groups of people living together in that culture. "People in human 
societies also generally perceive that their society is distinct from other societies in terms 
of shared traditions and expectations” (O'NeW 2007:1). Nevertheless, society and culture 
are interconnected because culture is thought to be "created and transmitted” to other 
people by societies. Culture can also be taught, learned and passed on across 
generations, consciously and unconsciously, through language and behaviour (O'Neil
2007). Cultures are not static "Ail cultures change over time” (O'Neil 2007:2 on 
line). However, the extents of changes and their aspects differ from society to 
society. For example, in Germany, people are nowadays generally keen to accept and 
use new words from American English. While many people in France are resistant to 
adopting new words from other languages and perceive the introduction of American 
terms as "corrupting" their own language (O'Neil 2007).
Furthermore, culture is also perceived as formulated by the norms, religion and 
practices of a particular people (Al-Shehri et al. 1995; (Linjawi 2005). In study 2, it was 
found that the norms and religious views had a significant effect on participants’ lifestyles 
and attitudes. Consequently, these Saudi mothers were affected by the Islamic religion, 
culture and well-known views on breast-feeding in Saudi society (Al-Shehri et al. 1995). 
At the time of writing, Saudi Arabia was undergoing many social changes; in particular 
regarding the position and role of women. These are said to be of considerable interest 
to the present King (Feisal) and his wife (Princess) (This is discussed further in 2.4.1).
People’s views on lactation and infant feeding have undergone many changes 
throughout world history (El-Gilany 2010). There is evidence that lactation is practised by 
different populations that vary considerably in their cultural values and beliefs. The 
values and beliefs of these cultures shed light on which of the food practices were 
prohibited, and what traditions were adhered to during pregnancy and lactation (Bronner 
2000). The age of Saudi women at reproduction and marriage has changed in the last 
three decades, sharply increasing (Linjawi 2005). According to the Ministry of Health 
Survey (1996) in Saudi Arabia, it is reported that women’s education and participation in 
the labour force may have led to a sharp decline in early marriage and a rise in the age 
of first marriage. In Saudi Arabia, the situation in some ways is unique. Saudi culture is 
currently establishing its cultural norms amidst the change from an agricultural economy 
to an industrialised one, whilst heavily influenced by both an attachment to a traditional 
Islamic culture and openness to certain Western commercial practices (Linjawi 2005).
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The socio-cultural changes in Saudi Arabia from an agricultural economy to an 
industrial one have affected people’s lifestyles. This is particularly so in cases such as 
infant feeding, education, occupation and housing. Furthermore, one of the important 
influences in Saudi women’s education is an increase in employment opportunities and 
their ability to earn high positions in their work (El-Gilany 2010). Massive oil revenues 
have brought wealth to the kingdom. Education, employment and residence in the city, 
delayed early marriage as well as changing the value placed on the basis for women’s 
status among Saudi families. Religion and culture shape norms and decision making 
regarding marriage and the choice over the number of children they have (Linjawi 2005).
It appears that socio-economic development in Saudi Arabia has produced new attitudes 
and encouraged the spread of new ideas about modern lifestyles that are often in conflict 
with Islamic values.
People’s attitudes toward behaviour, subjective norms and perceived behavioural 
control are thought to be three main factors affecting an individual’s behaviour. (Ajzen 
1991). Ajzen (2006:1) defined '^attitude toward behaviour” as “the degree to which 
performance of the behaviour is positively valued”. Ajzen proposes that subjective norms 
are defined as the perceived socio-cultural pressure to perform or not to perform certain 
behaviours such as breast-feeding. “Perceived behavioural control' is considered as the 
perceptions to which a person feels able to perform a given behaviour (Ajzen 2006). 
Women who choose not to breast-feed are more likely to believe that breast-feeding is 
difficult, constraining, painful,. embarrassing and .socially unacceptable.(Kotan. 2007).. 
However, those who breast-feed are viewing breast-feeding as familiar, socially 
acceptable, and consider it an optimal feeding method (Kotan 2007).
A large proportion of people in Western societies (such as the UK and US) consider 
breast-feeding embarrassing (Li et al. 2002). The “sexualisation'' of women's breasts; an 
image common in all forms of media, contributes to distracting people’s attention from its 
biological function, and is thought to make many women feel uncomfortable and nervous 
about breast-feeding, especially in public (Palmer 2009). Due to these influences it was 
deemed necessary for the United States Legislature to legislate that mothers could 
breast-feed in public places (Carter-Spaulding 2008). In addition, although initiating 
breast-feeding was common practice until the 1600s, colostrum, as the first food for the 
newborn, was rejected in Western countries “believing that it was dangerous for the 
newborn" (Dowling 2005:3).
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Mothers from the earliest recorded time and cross-culturally have used alternatives to 
direct breast-feeding. The safest and most common method was using a wet nurse. 
Families from higher social classes used to have special criteria for choosing their wet 
nurse. For example, in ancient Egypt, each royal infant had several wet nurses of high 
social status (Dowling 2005). Wet nurses were required to meet the criteria set by 
religious and governmental agencies, and were obliged by written contracts to adhere to 
a strict code of conduct. For instance, in Italy, women were instructed to choose a wet 
nurse who was not a drunk or uncontrolled in her eating habits (Dowling 2005). Wet 
nursing was common practice in Western countries until health professionals starting to 
undermine women’s confidence in the wet nursing practice during the 19*^  century 
(Dykes 2006). Their concerns were about its shortcomings biologically, socially and 
morally, so that by twentieth century wet nursing was very rare in Western communities 
(Dykes 2006).
The beliefs and teachings of religions (Islam and Judaism) state respectively that two 
years of breast-feeding is advised in the Qur’an  ^ and two to five years in the Talmud’^ . 
The view of breast-feeding in both Islam and Judaism will be discussed in the following 
section.
2.2. Breast-feeding and religions 
Breast-feeding and Islamic teaching
Islam has been very influential in shaping Saudi culture (Al-Shehri et al. 1995) and 
Saudi legislation (El-Gilany 2010). Almost the entire Saudi population is Muslim (see 
2.4). Islamic beliefs and cultural practices in Muslim communities are very close and 
interrelated, and cannot be separated. A brief summary of some of the teachings, which 
are considered important in this field, may be of relevance. Two other researchers, 
Roudsari (2008) and Al-faraj (2008) also found that separating the influence of religion 
from that of culture is difficult.®
3 Qur’an is the holy book for Muslim people believed by Muslims to be a direct revelation from 
God to the prophet Mohammad.
4 The Talmud is the authoritative source for law and theology in Judaism, says Neusner 2006  
(religion and theology). From website: http;//www.thefreelibrary.com/The+Talmud%3B 
+what+it+ls+and+what+it+says.(Brief+Article)(Book+Review)-a0153753751.
5 The teachings of Islam and its laws dominate the lives of the Saudi people (Al-Shehri 2002).
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Islamic beliefs and cultural practice in Saudi Arabia may guide women’s breast­
feeding decisions, and are influential in early infant care and feeding. The Qur’an 
recommends that the mother suckle her baby for 2 years, if possible, and states that 
every newborn has the right to be breast-fed (Syed 2006; Verse 2:233). This is 
consistent with the World Health Organization’s present day recommendation that infants 
be breast-fed for two years. Meanwhile, Islamic teachings free the lactating mother from 
any responsibility for her own sustenance, even if she is divorced (Al-Bar 1987). She is 
relieved of any other responsibilities in order to care full time for her new baby. Muslims 
may read the following verses in the Qur'an with regard to breast-feeding infants. The 
following is the translation of the verses from the Qur’an by Syed (2010):
“The mothers shall give suck to their children for two whole years, (that is) for those 
(parents) who desire to complete the term of suckling, but the father of the child shall bear 
the cost of the mother's food and clothing on a reasonable basis. No person shali have a 
burden laid on him greater than he can bear. No mother shall be treated unfairly on 
account of her child, nor father on account of his child. And on the (father's) heir is 
incumbent the like of that (which was incumbent on the father). If they both decide on 
weaning, by mutual consent, and after due consultation, there is no sin on them. And if 
you decide on a foster suckling-mother for your children, there is no sin on you, provided 
you pay (the mother) what you agreed (to give her) on reasonable basis. And fear Allah 
and know that Allâh is All-Seer of what you do”. (Albaqara 2 :233)
() £ j W  f  J^)  à ! cAj cA9 .^J û^PJ .
“His mother bore him by strain after strain. His nursing (suckling) period lasts two years. 
B e grateful to Me and to your parents. ” (Logman 31:14)
( )  O I j j l Lûü!
“Among the best of the deeds which; We have enjoined upon man is goodness towards 
his parents. In pain did his mother bear him, and in pain did she give him birth; and her 
bearing him and his utter dependence on her took thirty months(AI-Ahqaf: 15)
( )  a (JXUI SjjjjiJ aJ j^ j j  fjJ^ü c A j J ^ i c j L ^ j t
“Let the women [who are undergoing a waiting-period] live in the same m anner as you 
live yourselves. In accordance with your means; and do not harass them with a view to 
making their lives a misery. And if they happen to be with child, spend freely on them until 
they deliver their burden; and if they nurse your offspring [after the divorce has become 
final], give them their [due] recompense; and take counsel with one another in a fair 
manner [about the child's future]. And if both of you find it difficult [that the mother should” 
(At-Talaq 65:7).
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Al-bar (1997) proposes that it is understood from these verses that the father should 
provide financially for a nursing mother (his wife) and the cost of living, as she will be 
fully occupied with nursing his offspring. Moreover, if the parents are separated or 
divorced, they should frequently counsel each other for the sake of the child's future. 
Furthermore, if it is decided that the mother cannot nurse the baby (for example, if she 
lacks milk) then she and the father can equally agree to allow a wet nurse to feed the 
child. The biological father should compensate the wet nurse (verse 2:233 Al-Sabuni 
2004). In addition, if the father dies, the baby's legal male guardian (either the 
grandfather or uncle) should support both the nursing mother and her baby for the period 
of breast-feeding. The custody of the baby remains in the hands of the nursing mother 
(Qutob 2002).
Great attention to breast-feeding and wet nursing is paid in Islamic communities and 
this was common until recently (Al-bar 1987). Wet nursing was practiced either with 
financial compensation or without, as per the arrangement with the wet nurse, and the 
financial status of the infant’s family (Al-Sabuni 2004). Even if a mother nurses her baby, 
it was common for a neighbour, relative or friend to breast-feed the infant also. 
Moreover, in extended families, as in Saudi Arabia, there are opportunities available to 
reduce the load for young mothers. The perceived preference in Islam is to feed the 
infant with human milk instead of animal milk (Al-bar 1987). The choice of a wet nurse is 
considered a key component to the health of babies who cannot be breast-fed by their 
biological mothers..This echoes the.teachings of the .Prophet Mohammad who (May the. 
peace and blessings of Allah be upon him (PBUH)) instructed Muslims to protect their 
children from drinking the milk of “adulteresses and the Insane” and any considered 
“infectious”. The wet nurse in Islam is seen as a foster mother in that she is also 
considered as the child's mother and her husband likewise becomes another father for 
the baby. Children who have been regularly breast-fed by the same woman are 
considered as siblings and hence are prohibited from marrying each other (Al-Sabuni 
2004):
“forbidden to you for marriage are: your mothers, your daughters, your sisters, your 
father’s sisters, your mother’s sisters, your brother’s daughters, your sister’s daughters, 
your foster mothers who gave you suck, your foster milk suckling sisters” (Qu’oran verse 
4:23).
This may be a significant issue when establishing donor human milk programs in 
Muslim communities. Muslim women who donate breast-milk are also considered to 
have a responsibility to know the identity of the baby who will be fed their milk (Shaikh &
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Ahmad 2006). In ancient Arabic societies, it was common for the wet nurse to live with 
the family to help ensure that she was comfortable and well nourished, so that she could 
produce sufficient milk. Babies born to urban families were sent to Bedouin wet nurses in 
the desert, with the hope that the child would grow up healthy, strong, and instilled with 
the good manners the Bedouins were known to have (Shaikh & Ahmad 2006). In Prophet 
Mohammad’s (PBUH) history, in the late 6^*^ century AD (over 14 centuries ago), it was 
the custom for babies of noble families to be entrusted to the care of strong and healthy 
wet nurses, who not only gave suck but also nurtured the babies. It is written that the 
Prophet Mohammad (PBUH) was accordingly put under the care of a noble wet nurse 
called Halima Al-Sadia (Al-Sabuni 2004).
During the reign of Khalifa Omer I bn Al-Khattab (a friend of the Prophet Mohammad’s 
PBUH), it is recorded that every Muslim in the community received social security 
benefits from Baitulmal, “the Government treasury” apart from those with infants up to 
weaning stage. When Omar become aware that some women weaned their infants as 
early as possible to get the benefit of social security, he cried, "How many young Muslim 
souls you have deprived from their food, Oh Omar!" then every newborn received 
financial support from birth as Omars’ order. The Islamic communities paid great 
attention to breast-feeding, and wet nurses were commonly used until recently. (Al-bar 
1987).
An important aspect regarding breast-feeding in Muslim cultures is the emphasis on 
the mother maintaining privacy and modesty when feeding. This stems from the Islamic 
belief that there are parts of the bodies of men and women that must be covered at all 
times in the presence of those who are not close family members. These concerns may 
prompt Muslim women to bottle-feed expressed breast-milk to her infant in places that do 
not provide this privacy, as opposed to direct breast-feeding (Shaikh & Gatrad 2001).
Breast-feeding within Jewish law
Breast-feeding in Judaism is viewed as a part of health promotional practices and is 
highly respected in their tradition (Levin 1987 cited in Chertok & Zimmerman 2007:2). 
The Talmud covers the issue of breast-feeding duration in many contexts and generally 
recommends that breast feeding lasts for 24 months (Ketuvot 60a, b cited in Chertok & 
Zimmerman 2007:2; Kelvin 2001); four years if both the mother and the child want to, 
and a maximum of five years if the child is sick (Robertson 2010). A discussion around
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the two to five years breast-feeding duration can be found in other references in the 
traditional context of the Talmud (Steinberg 2003 cited in Chertok & Zimmerman 2007:2).
The following section discusses the critical period that has influenced infant feeding 
rate in Western countries and the major actions undertaken to control the marketing of 
breast-milk substitutes.
2.3. Formula milk In Western countries and actions taken 
by UNICEF and WHO
According to Dowling (2005), in Western countries (Europe and USA) women's roles 
as home makers started to change during World Wars I and II, as they began to work 
outside the home while the men went to war. This had a major influence on the 
increased use of “formula” milk and the decrease in breast-feeding (Dowling 2005). After 
the war had ended, competition grew between the “formula” milk companies with highly 
successful marketing strategies that promoted bottle-feeding as more desirable than 
breast-feeding. Dykes (1997:344), said that in the whole context of Western affluence 
and the rise of consumerism, “breastfeeding was increasingly perceived as being out­
moded and unsophisticated. The urban elite led the trend towards bottle feeding and a 
new feeding culture was created”. Palmer (1993 & 2009) and Ebrahim (1991) (cited in 
Dykes 2006:32) reported that in the post war period, health care facilities expanded in 
Western cities and doctors’ power and influence increased. During this period, many 
health workers' promoted the rriarketihg of infant “formula” milk as the ideal in Health 
Centres. Some companies manufacturing prepared “formula” milk even dressed their 
sales people as “milk nurses” when promoting bottle-feeding and gave away free 
“formula” milk samples to mothers, which strengthened the expansion of company sales 
globally (Dykes 2006).
"The formula companies rapidiy realized that marketing through healthcare facilities 
caused the public to receive direct endorsement of products by the health workers, and 
use of such channels enabled massive expansion of their sales. Consequently, they 
heavily courted medical staff, providing gifts and financial incentive to doctors and 
hospitals” {Dykes 200Q: 33).
These changes occurred over roughly a century. “Formula” milk began to be 
produced in the late nineteenth and early twentieth centuries (Palmer 2009). By the 
beginning of the twentieth century, both poor workers and the middle classes were 
breast-feeding less and less in the USA. Hospital births were increasing and the 
practices of health service organisations influenced subsequent infant feeding patterns.
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Doctors became the “best friends” of the infant feeding product companies (Palmer 2009: 
219). Newton and Newton (1972:12) described the image of women in modern American 
culture as thus:
“A culture that tends to mute the differences between men and women is not likely to 
develop many women with a whole-hearted desire to breast-feed. It is not surprising that 
the small-hipped, short-haired women in slacks who are now considered to be in the 
height o f fashion should carry her desire to be manlike one step further. She m ay tend to 
dislike the uniquely feminine biological function of lactation and the close contact with the 
newborn infant this entails... the pattern of physiologic breast-feeding is so far from the 
urban American that it seems indecent to many o fu s”( Newton & Newton 1972:12).
According to Harfouche and Musaiger (1993), some health professionals realised the 
dangers of “formula” milk and started to advise the return to the biological way of feeding. 
During this time, in 1927 when Europe and the USA were advising the diminishing use of 
Tormu/a" feeding, developing countries such as Malaysia, Nigeria (Palmer 2009), and 
Saudi Arabia, were increasingly adopting such practices. Palmer (2009:240) said, “Dr. 
Derrick Jelliffe pointed out the harm of promotion of infant feeding products in developing 
countries”.
Companies producing infant “formula” milk have had a strong influence on the breast­
feeding rate in developing countries, including Saudi Arabia. Due to the lack of health 
education and the absence of protective legislation, free “formula” milk was distributed in 
hospitals everywhere (Kilani 1999). At the same time, since the location of childbirth 
shifted from the home to the hospital setting, the feeding of “formula” milk in hospitals 
increased in Saudi Arabia (Kilani 1999). The same cycle that happened in Western 
countries during the period between the fifties to late seventies has more recently 
occurred in Saudi Arabia, as will be discussed later in this chapter.
However, there are rapid changes in the patterns of social and cultural attitudes in 
Saudi Arabia (El-Gilany 2010). Breast-feeding is declining, not only in urban areas, but 
also in rural areas (Al-Shehri et al. 1995). The reasons for this may also be the dramatic 
changes in the structure of Saudi society, and the energetic promotion of bottle-feeding 
by multi-national companies (UNICEF 2008). Baby food companies are thought to be 
one of the reasons for the decline of breast-feeding in developing countries (UNICEF
2008). The companies saw the potential for increasing their sales and profits by tapping 
into the large and rising infant population of the developing world. The WHO and 
(UNICEF consider these companies to be the number one killer of babies in developing
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countries, and have strongly advised governments of developing countries to ban the 
advertising of manufactured baby foods (Palmer 2009).
Al-Bar (1987), has suggested that bottle-fed infants in developing countries often 
receive diluted and contaminated feeds containing few nutrients and massive doses of 
microorganisms due to the use of unsanitary water when making up bottle-feeds. It is 
estimated that 9i.4 million cases of severe malnutrition occur in developing countries 
annually, of which at least half are due to bottle-feeding (Al-bar 1987) Similarly, there are 
about 12 million infant deaths annually due to diarrhoea, disease and acute respiratory 
infection in developing countries. At least half of these deaths are thought to be due to 
bottle-feeding. In Saudi Arabia, the high incidence of diarrhoeal diseases and acute 
respiratory infections are thought to be linked to the use of “formula” milks. (Al-Othman et 
al. 2002). According to Harfouche and Musaiger (1993), the major killers of infants and 
young children in the Eastern Mediterranean region continue to be gastroenteritis and 
respiratory infections. Additionally, Al-Mazrou and Farid (1991), claim that diarrhoeal 
diseases are one of the leading causes of infant and child mortality and morbidity in 
Saudi Arabia. UNICEF recently (2010) documented that the implementation of essential 
health interventions; for instance, early and exclusive breast-feeding which exists in 
many countries, have partly influenced the reduction of child deaths from 13 million 
globally in 1990 to 8.8 million in 2008.
In 2005, UNICEF expressed concern over the decline in the number of infants in 
Saudi Arabia who are exclusively breast-fed during the first six months of their lives. Only 
31 % of infants in the Kingdom are breast-fed, despite the many advantages breast-milk 
is thought to have over “formula” milk. “There is a need to educate mothers and revive 
the Baby-Friendly Hospital Initiative (BFHI) to promote breastfeeding in the Kingdom,” 
advised Sheth, UNICEF’s regional health and nutrition advisor for the Middle East and 
North Africa on the occasion of World Breast-feeding Week.
Sheth (2005), further suggested that Saudi Arabia should adopt the model of Oman, 
where a network of women volunteers, activists, and educated mothers have been 
entrusted with the task of promoting the practice. He believed that the increase in the 
number of working women, women’s ignorance, and the intensive media campaign to 
promote “formula” milk had contributed to a decline in the number of breast-fed infants. 
He added that several countries in the region, including Saudi Arabia, Bahrain, Kuwait, 
Qatar, Oman and the UAE, all exhibited infant morbidity patterns similar to those of
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European industrialised countries, where exclusive breast-feeding during the first six 
months is below 35%. Sheth (2005: on line) said, “H ence, encouraging exclusive breast­
feeding has to becom e a high priority”, adding that breast-feeding was declining with 
increasing urbanisation. Mixed breast- and bottle-feeding, as early as the first month, and 
the premature introduction of complementary food, are commonly found in all countries. 
“Form ula” fed babies get sick more often and are more likely to die in infancy or 
childhood in comparison to breast-fed babies (Dykes 2006).
The available data from WHO (2006), found that in 1995 and 1991, the exclusive 
breast-feeding rate in Saudi Arabia for infants less than 4 months old was 68% and 55% 
respectively. El-Gilany (2010), showed a decrease in exclusive breast-feeding within 
Saudi society. The breast-feeding rate decreased from 64% at two months of infant life to 
44.4% and 24.4% at four and six months respectively. Only 14% of infants were 
exclusively breast-fed at twelve months. El-Gilany’s findings indicate the great difference 
between feeding practices between 1991 to 2010. Therefore, all of the bodies concerned 
with infant health; including WHO and UNICEF, stress the importance of breast-feeding, 
especially in developing countries. In support of this, it has been claimed that exclusive 
breast-feeding saves six million lives a year (Medical News Today Online Sept 2008).
The introduction of the global WHO/UNICEF and the BFHI have addressed the 
international deficits of exclusive breast-feeding. The WHO and UNICEF initiated the 
BFHI in 1991 to encourage hospital practices in all countries to promote exclusive 
breast-feeding. According to WHO (1989), any hospital wishing to be designated as 
“baby-friendly” must demonstrate to an external review board that it practices each of ten 
steps to successful breast-feeding (Table 1). Launched in 1990, the BFHI is an effort by 
UNICEF and WHO to ensure that all maternity centres encourage and support breast­
feeding. In areas where hospitals have been designated as Baby-Friendly, more mothers 
are breast-feeding their infants and their children’s health has improved. It has been also 
been shown in many studies that the implementation of the ten steps, and the 
continuation of support after delivery was an important factor in increasing the rate of 
exclusive breast-feeding initiation at the local, national and global levels. Indeed, the 
implementation of the BFHI has been associated with significant increases in breast­
feeding initiation and duration in maternity hospitals (Philipp 2001 ; Philipp et al. 2006).
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Table 1: Ten Steps to Successful Breast-feeding.
E v e r y  f a c i l i t y  p r o v i d i n g  m a t e r n i t y  s e r v i c e s  a n d  
c a r e  f o r  n e w b o r n  i n f a n t s  s h o u l d
1 . H a v e  a  w r i t t e n  b r e a s t f e e d i n g  p o l ic y  t h a t  
I s  r o u t in e ly  c o m m u n i c a t e d  t o  a l l  h e a l t h  -  
c a r e  s t a f f .
2 .  T r a i n  a l l  h e a l t h - c a r e  s t a f f  In  s k i l ls  
n e c e s s a r y  t o  Im p le m e n t  t h is  p o l ic y .
3 .  In f o r m  a l l  p r e g n a n t  w o m e n  a b o u t  t h e  
b e n e f i t s  a n d  m a n a g e m e n t  o f  
b r e a s t f e e d i n g .
- 4 .  H e lp  m o t h e r s  In i t ia te  b r e a s t f e e d i n g  
w it h in  3 0  m in u t e s  a f t e r  b ir th .
5 .  S h o w  m o t h e r s  h o w  t o  b r e a s t f e e d ,  a n d  
h o w  to  m a i n t a in  la c t a t io n  e v e n  I f  t h e y  
s h o u ld  b e  s e p a r a t e d  f r o m  t h e i r  in fa n ts .
6 .  G i v e  n e w b o r n  In f a n t s  n o  f o o d  o r  d r in k  
o t h e r  t h a n  b r e a s t  m ilk ,  u n l e s s  m e d ic a l ly  
In d ic a t e d .
7 .  P r a c t i c e  r o o m ln g - ln  a l lo w  m o t h e r s  
a n d  In fa n ts  to  r e m a i n  t o g e t h e r  2 4  
h o u r s  a  d a y .
8 .  E n c o u r a g e  b r e a s t f e e d i n g  o n  d e m a n d .
9 .  G iv e  n o  a r t i f ic ia l  t e a t s  o r  p a c i f ie r s  
( a ls o  c a l le d  d u m m i e s  o r  s o o t h e r s )  t o  
b r e a s t f e e d i n g  I n f a n t s .
1 0 .  F o s t e r  t h e  e s t a b l is h m e n t  o f  
b r e a s t f e e d i n g  s u p p o r t  g r o u p s  a n d  
r e f e r  m o t h e r s  to  t h e m  o n  d i s c h a r g e  
f r o m  t h e  h o s p it a l  o r  c l in ic .
S o u r c e :  W H O  ( 1 9 8 9 ) .
N o t e :  t h e s e  s t e p s  a n d  t h e  c o m p l e t e  e l im in a t io n  o f  
f r e e  a n d  l o w - c o s t  s u p p l ie s  o f  b r e a s t  m i lk  
s u b s t i t u t io n ,  b o t t le s ,  a n d  t e a t s  f r o m  h e a l t h  c a r e  
f a c i l i t ie s  f o r m  t h e  b a s is  f o r  t h e  B a b y - F r ie n d ly  
H o s p i t a l  In i t i a t iv e  ________________________________________
In 2000, the United States Department of Human Service Office on Women’s Health 
developed a blueprint, which supports the Baby-Friendly Hospital Initiative (See table 2). 
The code aims to protect breast-feeding and puts restraints on advertising and the 
provision of free samples to customers (Riordan 2005 pp: 19).
Table 2: WHO/UNICEF Code for Marketing Breast-milk Substitutes
1 . N o  a d v e r t is in g  o f  t h e s e  p r o d u c t s  to  t h e 7 . A l l  in fo r m a t io n  o n  a r t i f ic ia l  f e e d i n g ,  in c lu d in g
p u b lic . t h e  l a b e ls ,  s h o u ld  e x p la i n  t h e  b e n e f i t s  o f
N o  f r e e  s a m p l e s  to  m o t h e r s . b r e a s t f e e d i n g ,  a n d  t h e  c o s ts  a n d  h a z a r d s
2 . N o  p r o m o t io n  o f  p r o d u c t s  in  h e a l t h - c a r e a s s o c ia t e d  w it h  a r t i f ic ia l  f e e d i n g .
f a c i l i t i è s .  ............................................................................ ■ ' ■ 8 . U n s u i t a b le  p r o d u c ts ,  s u c h  a s  c o n d e n s e d
3 . N o  c o m p a n y  m o t h e r  c r a f t  n u r s e s  t o  a d v is e m ilk ,  s h o u ld  n o t  b e  p r o m o t e d  f o r  b a b ie s .
m o t h e r s . 9 . A l l  p r o d u c ts  s h o u ld  b e  o f  a  h ig h  q u a l i t y  a n d
4 . N o  g ifts  o f  p e r s o n a l  s a m p l e s  t o  h e a l t h t a k e  in to  a c c o u n t  t h e  c l im a t ic  a n d  s t o r a g e
w o r k e r s . c o n d it io n s  o f  t h e  c o u n t r y  w h e r e  t h e y  a r e
5 . N o  w o r d s  o r  p ic t u r e s  i d e a l iz in g  a r t i f ic ia l u s e d .
f e e d i n g ,  in c lu d in g  p ic t u r e s  o f  in fa n ts ,  o n
t h e  p r o d u c ts . Source: WHO (1981).
6 . In f o r m a t io n  t o  h e a l t h  w o r k e r s  s h o u ld  b e
s c ie n t i f i c  a n d  f a c t u a l .
UNICEF successfully supported the BFHI In Saudi Arabia, where six hospitals were 
originally certified as working to the standards of the Initiative in 2002 (UNICEF, Radford
2003). Saudi Arabia has much more work to do in order to reach the target of having 172 
baby-friendly hospitals. In 2008, nineteen health services were accredited as Baby- 
Friendly centres in Saudi Arabia. Seven of these were primary health centres in Al- 
Madinah Al-Munawarah in the Western region and twelve of these were hospitals 
distributed over Al-Madinah Al-Munawarah (in the Western region), Jazan, Naj'ran
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(Southern region), and Al-Qasim (central region). All of these are governmental sectors 
except one private hospital, Saad Al-Sanea Specialist Hospital in Al-Khobar (Eastern 
region) (SMH October 2008). The latest news from the official web site of the Saudi 
Ministry of Health (SMH) in August 2010, stated that King Abdul Aziz National Guard 
Hospital in Al-Ahsa in the Eastern region is also now accredited as a Baby-Friendly 
hospital. UNICEF played a key role in educating and preparing health professionals in 
Saudi Arabia to be breast-feeding consultants and supporters. The Saudi Ministry of 
Health, with the help of UNICEF representatives are running courses to train 40-health 
professionals from various regions in Saudi Arabia to prepare them to be breast-feeding 
consultants and educators (SMH October 2008).®
Previous discussions mentioned that wide variation in breast-feeding support 
systems exists in Eastern countries, especially those run by volunteers such as NMAA 
and LLLI. This raises the questions: ’Why these organizations not exist in Saudi Arabia?’ 
and ‘Why has Saudi Arabia taken such a long time to achieve such success in certifying 
health sectors as Baby Friendly?’. Another valid question is ‘Why are many hospitals still 
following the old Western policy of separating a woman from her baby after delivery and 
feeding the baby “formula” milk, while most Western countries have now rejected this 
practice?’. Despite the fact that Saudi Arabia is a Muslim country, and that the entire 
Saudi population is effectively Muslim, the breast-feeding rate is now even lower than 
before. In order to understand why this is happening in Saudi society, the following 
section begins with an overview of Saudi Arabian society and the changes that the 
country has experienced during the last thirty years. This section then goes on to 
describe the policy of breast-feeding promotion in Saudi Arabia.
2.4. Changing patterns of maternar behaviour towards 
breast-feeding in Saudi Arabia
The breast-feeding methods chosen by mothers are the result of a combination of 
continuously changing socio-cultural, economic and technical influences on maternal 
behaviour and breast-feeding practice.
2.4.1 The Context of Saudi Arabia
Multiple interrelated factors in the societal context affect the practice of breast­
feeding and child rearing patterns in any society (Harfouche & Musaiger 1993). These
6 The news did not mention where these training courses is run and to whom.
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factors, Harfouche & Musaiger suggest, include population structure and movement, 
economy and means of income, type and structure of social organisations, life-styles and 
customs. The continually changing nature of the societal contexts, breast-feeding and 
other child rearing behaviours are dynamic rather than static. The culture of any society 
is affected by religion, beliefs, values, customs and norms. Therefore, society and culture 
are all interrelated with each other. In order to understand why breast-feeding behaviour 
changed in Saudi Arabia, an overview of the geographic, demographic, culture and 
religion and women’s status in Saudi Arabia is discussed next.
Profile of Saudi Arabia
The Kingdom of Saudi Arabia is thought of as the mother country of the Arab people 
and of Islam. It occupies the greatest part of the Arabian Peninsula. Saudi Arabian 
citizens are distinguished from those of other Arab countries by their high degree of 
cultural homogeneity, expressed mainly through their Muslim identity and Arabic 
language. Saudi Arabia occupies 2,250,000 square kilometres, and is bounded on the 
east by the Arabian Gulf; on the west by the Red Sea; to the south and southeast by 
Yemen, Oman, the United Arab Emirates, and Qatar; and to the north and northeast by 
Jordan, Iraq, and Kuwait (World Atlas 2007 and Infoplease, 2007).
In the last twenty years, Saudi Arabia has experienced changes in the number of its 
inhabitants. The Saudi Arabian Central Department of Statistics concluded from a 
demographic survey that the population shows continued growth for Saudi Arabia’s 
major urban areas. The largest city, Riyadh encompasses 3.72 million people; Jeddah 
2.9 million people; Makkah 1.6 million people; and the Al-Dammam/ Al-Khobar and 
Dhahran area is occupied by 1.6 million people, with Al-Madinah Al-Munawarah city 
consisting of a population of 854,500 people (Saudi Arabia Forum, 2006).
Democfraphv
The estimated population in 2004 reached 22,673,538. The population in 2006 was 
27,019,731 and increased at a rate of 2.18% annually. The total estimated population of 
the country reached 28.2 million in 2008. In 2008, the population consisted of 5.4 million 
resident foreigners, which roughly constitutes 23% of the total. Just over three-quarters 
of the population were urban dwellers, while the remainder was classified as rural, 
including the few remaining nomads. More than half the citizens were less than 20 years
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old, 38.2% citizens were aged 14 or under, 59.4% were between 15-64 years old and 
2.4% aged 65 or older(Saudi Arabia Forum, 2006).
The number of births was 29.34 births/1000 of population in 2006. The infant 
mortality rate (IMR) was 12.8 deaths/1000 live births in 2006, which dropped to 12.1 
deaths/1000 live births in 2008. In Oman, where the breast-feeding rate is the highest in 
the Gulf area, the IMR decreased from 164 deaths/1000 live births in 1960 to 11.0 
deaths/1000 live births in 2002 (United Nations Common Database (UNCDB on line). 
The IMR in Oman rose again, according to the latest data from the CIA, to 17.45 
deaths/1000 live births. Although Saudi Arabia’s infant mortality rate is not low in 
comparison to the US, (6.30 deaths/1000 live births) and the European Union (5.84 
deaths/1000 live births), it is still better than in Oman (Central Intelligence Agency, CIA 
on line 2010). In the most recent demographic survey of 2007, the population reached 
27,601,038 with a growth rate of 2.1 percent.annually, and birth rate of 12.4/1000 
(Central Department of Statistics 1999, 2004 & 2006; Infoplease 2007; CIA 2006).
Urbanism, architecture, and the use of space
In 1960, roughly 40% of the population was nomadic and lived in tents in widely 
distributed patterns on a huge land range which was largely desert. Such nomads 
travelled with groups of camels, sheep, and goats to seasonal grazing land and water 
supplies. An additional 40% lived in villages in the countryside areas of oases or the Asir 
highlands, working mainly in agriculture, the  remaining 20% were urban dwellers in the 
old cities of Makkah, Medina, Jiddah, Taif, Abha, Buraydah, Unayzah, Ha'il, Hufuf, and 
Riyadh. In 2005, more than three-quarters of the population (88%) was classified as 
urban (Saudi Arabia Forum 2006).
The most important changes occurred with the growth of the oil industry in the 1970s. 
New cities expanded rapidly, while older ones decreased in size. Travelling Bedouins 
settled in villages and in cities, and villagers left their villages for urban areas. This 
geographic mobility was accompanied by occupational mobility, as Bedouins and 
villagers worked as manual workers or small-scale traders and taxi drivers, and then 
became government and private sector employees, professionals, and business people. 
People from the old cities also moved to more newly developing cities and changed their 
occupation to being wage earners in the developing commercial ventures and industries 
(Saudi Arabia Forum 2006). The transitional phases of Saudi culture, changing from
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nomadic, to living and working in cities in the industrial phase, have critically affected the 
family status. The extended families of the nomadic life have changed to the nuclear 
families customary in big cities and this has affected the breast-feeding of infants. 
Traditionally, a woman used to have the full support of her family, neighbours and friends 
during her delivery and the post-partum period. In city life on the other hand, family 
members may live far away from the mother, and she may have few friends or 
neighbours whom she can trust or rely upon. Moreover, delivery takes place in hospitals 
where “formula” milk feeding is actively promoted.
In Saudi Arabia, unmarried men and women traditionally live in separate parts of a 
home, whatever their social background. The tents of migrants and the permanent 
houses of others were divided into sections for men and women. This was also the case 
for the nomad’s family, where men traditionally sat outside the front of the tent to visit, 
socialise, drink coffee and tea, and eat. Boys past the age of puberty and adult male 
visitors also slept there. Women made similar use of the space set aside for their visitors 
inside the tents. The same pattern of gender-segregated space continues to exist in the 
homes of sedentary people. Modern housing often has separate entrances and separate 
reception areas or living rooms for each gender. Although rapid socio-cultural changes 
have changed people’s level of education and occupation, the women in Saudi Arabia 
are always separated from males who are not a male guardian (mahram), either at home 
or in the public areas. This continued separation should make it easy for women to 
.privately, breast-feed, their babies .(Saudi Arabia Forum 2006).. In the.past, tents and 
houses usually accommodated extended families of three or more generations. Even 
though nuclear family households have gradually become more common, in many 
wealthy families, relatives continue to group together, and it is not uncommon for 
brothers to locate their houses near each other or inside a common compound. The 
women who belong to this type of family find it very easy to work outside their home 
because traditionally every member in the family is willing to help and share her 
responsibilities regarding her children (Saudi Arabia Forum 2006).
The discovery of oil, and how this affected the socio-cultural aspects of 
society in Saudi Arabia
The presence of American companies in Saudi Arabia began with production of oil in 
1979 and the establishment of ARAMCO (Arabian American Oil Company) in Dhahran, a 
city in the Eastern region of Saudi Arabia brought many changes to the Saudi people.
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Originally, most families of American engineers and oil executives lived in Dhahran and 
built many Western-style houses, schools, compounds and commercial buildings and 
installations. In the mid 1970s, 43% of the total workforce in oil companies were non- 
Saudi (Yamani 1996 p: 265). During this period , American women were seen driving 
cars, and shopping without wearing a veil to cover their heads. They were doing 
something that Saudi women were forbidden to do. After a while, Saudi women started to 
ask for some of the same rights as the American women. In 1978, local magazines and 
newspapers published articles written by both women and men discussing women’s 
rights to drive, women’s rights to work outside the home and the necessity for it, as well 
as the types of education that were appropriate and available for women (Doumato 
2000). However, all discussions revolving around increasing the mobility and freedom of 
Saudi woman through education and work were initially perceived by religious groups as 
dangerous “Western Ideas” (Arabi 1994:17). Although this movement had no dramatic 
effect at the time, these events significantly shaped the Saudi Women’s Movement in 
Saudi Arabia in the following twenty years, as will be discussed in the section on 
women’s education.
Increasing education for women
The agricultural and economic changes in Saudi Arabia have had a profound effect 
on the increase in the level of female education in the Saudi population, which has gone 
hand in hand with the increase in urbanization. As mentioned previously, in 2004, the 
percentage of the population that was urbanized reached 88% (UNICEF 2009). These 
changes are thought to have brought increased opportunities for women’s education.
In 1963, Saudi Arabia recorded an illiteracy rate as high as 85% for men and 98% for 
women (Hamdan 2005). The Saudi literacy rate in 1970 was 15% for males and just 2% 
for females, which was low in comparison to the literacy rate in the rest of the Middle 
East and Gulf nations. As shown in table 3, (UNDP, 2003), in 1990 the female literacy 
rate rose and was estimated to be 50%, while the male literacy rate rose to 72%. Saudi 
Arabia is credited with a significant accomplishment in the education of its people within 
a considerably short time. Statistics by the United Nations Educational, Scientific and 
Cultural Organization (UNESCO 2002), estimate the adult literacy rate for a population 
aged 15 to 24 years for 2015 at 97.1% for females and 97.3% for males. In addition, the 
literacy rate for those twenty-five years and older in 2015 is expected to be 83% for 
female and 90.5% for males (UNESCO 2002).
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Table 3: Comparison of Educational levels In Saudi Arabia between Males and Females
Average annual 
growth rate in 
student 
education 
enrolment
Enrolment In 
primary & 
secondary 
education
Literacy rate
Estimate
Literacy
rate
Age >15< 24
Estimate
Literacy
rate
Age >25
University
education
Males In 
relation to 
females
1970-2000 2000 2004 1970 1980 2015 2015 2003
Male 9.9% 68% 65% 15% 72% 97.3% 90.5% 84.7%
Female 5.9% 70% 63% 2% 50% 97.1% 83% 70.8%
As shown in table 3, the average annual growth rate in the number of students 
enrolled in school between 1970 and 2000 was 9.9% for females, but only 5.9% for 
males (Saudi Achievement Plan 2001). In 2006, UNICEF reported that the number of 
male children enrolled in primary and secondary education in 2000 was 68%, in 2004 
was 65%, while the number of female children enrolled in primary and secondary 
education in 2000 was 70%, and in 2004 was 63%. The Saudi government reported in 
2003 that the annual number of male university graduates in relation to females was 
84.7% and 70.8% for both men and women respectively (CIA 2003). In summary, 
although the total number of males exceeds the number of the females during childhood 
education, the number of females receiving university education was nearly the same as 
males. This may have had an impact on Saudi female work status, giving women a 
greater chance to work due to their higher educational attainments, (Al-Munajjed 2010).
Returning to the history of female education in Saudi Arabia, according to Lacey 
(1981 cited in Hamdan 2005), women’s education in Saudi Arabia was not easy to 
establish. In 1963, in spite of the people’s refusal of the idea to educate women. King 
Saud founded educational establishments for females and King Faisal succeeded in 
convincing Saudi families of the importance of formal schooling for women (Huyette 1985 
p: 70). King Faisal’s wife. Princess Iffat Al-Thunayan is thought to have been the main 
Saudi woman. who played an important and vital role in pushing strongly for the 
education of Saudi women. Saudi Arabia was the last country in the Gulf nation to 
introduce secular education. Princess Iffat established the first girls’ school in 1965. It is 
said that King Faisal and his wife were so keen and committed to the education of 
women, that in 1968, they opened a Women’s Academy in Jeddah. They named it, Dar 
Alhanan ‘’the house of affection” (Lacey 1981 cited in Hamdan 2005:8). Education was 
free at all levels, despite the fact that it was not obligatory (Boudy 1999).
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In the late seventies, a member of the conservative religious group from the National 
Committee insisted on supervising and managing the education for girls all over the 
country. King Faisal was apparently aware of how people’s thinking had changed about 
women’s education in the context of a traditional background. At the same time, the King 
was working to clarify the Islamic view regarding women’s education. It is said that King 
Faisal used to ask people who were resistant to female education "is there anything in 
The Holy Qur’an which forbids the education of women?” and he further stated "we have 
no argument GOD enjoins learning on every Muslim man and woman” (Lacey 1987:368 
cited in Hamdan 2005). After that, the conservative religious academics accepted and 
agreed to girls’ education, but with some limitations. Girls’ schools were to be separated 
by high walls from those of boys. It was recommended that each female school, college 
or university should have a man, who is aged not less than fifty, assigned to be a guard 
positioned at the school gate to protect the girls. This practice is still in existence in all 
female schools in Saudi Arabia (Hamdan 2005).
Princess Iffat continued to encourage the education of girls and helped them to 
overcome illiteracy. In the late sixties, she opened a college in Riyadh called Kulliyyat 
Albanat (Girls’ College). She also started a Saudi progressive association called 
"Alnahdah Alsaudiayh” , which provides free classes for illiterate women. These classes 
include hygiene and childcare, reading and writing, foreign language and typing. 
Alnahdah has offered great opportunities for Saudi women to participate in their society 
and to accomplish roles outside their homes as independent entities (Harndan. 2005).. 
Along with King Faisal, Princess Iffat succeeded in enrolling about a quarter of million 
Saudi women in schools and colleges by the end of 1970 (Lacey 1981 cited in Hamdan 
2005). According to Al-Munajed (1997), Saudi Arabia has not restricted the education of 
women in the younger generation. Rather, the government has actively supported 
women’s education financially, administratively and technically since the era of King 
Saud. This is evident from the large number of girls’ schools, colleges, and universities. 
Social, traditional, and cultural boundaries were the main factors that restricted Saudi 
women’s movement, more so than religion. Despite all the challenges which Saudi 
women face, a new perspective for Saudi women has emerged according to El-Sanabary 
(1994):
"on the private ievei, it has increased women’s negotiating power within the family. It has 
also given them greater mobility: hundreds of girls and women go out daily to either 
schools or work. On a public level, education has made it possible for thousands of 
women to enter the labour force” ( 1994: 145).
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Women with a high level of education now have more career opportunities, ranging 
from being female teachers - a profession that was available in the early days - to being 
deans of colleges and heads of hospitals and departments - professions which until 
recently, were outside their reach. These new gender roles will be discussed in the 
following section.
Gender roles and changes in female participation in the labour force.
Strict segregation of the sexes is the norm in Saudi society. Among women in 
particular, participation in the labour force is a new phenomenon. Officially, the female 
work force increased in recent years to 16.1% of the official workforce. Women may work 
outside the home in settings where they do not have contact with unrelated men. 
Currently, women are employed in girls' schools, the women's sections of universities, 
and social work and development programs for women such as banks that cater to 
female clients, television and radio programming, and computer and library work. 
Women can also work in the health sector as physicians, nurses, lab technicians, 
dieticians, opticians, physiotherapists, and in various other medical related specialties. 
The latest survey showed that women own 16,390 of businesses and women own 40% 
of the nation’s private wealth (Hamdan 2005). Such women are a hidden segment of the 
Saudi community.
Traditionally, men in Islam are responsible for supporting and protecting women. It is 
believed that GOD has given preference to those women who devote themselves to 
taking care of their children and husbands and he has given men preference in being the 
providers for women (Al-Sabuni 2004:86). The Prophet Mohammad (PBUH) knew the 
importance of women to society and that they play very important and effective roles as 
mothers, wives, daughters, sisters and grandmothers. The Prophet Mohammad (PBUH) 
has many sayings, known as “Hadith in Sahih Bukari”, regarding the most appropriate 
ways to treat and deal with women especially as they will be the ones who will give future 
generations and future leaders to mankind. The Prophet Mohammad (PBUH) has said:
"Every one of you is like a herdsman, and is responsible for his famiiy. A man is a 
herdsman, and is responsible for his family. A woman is a herdsman in her husband’s 
home, and is responsible for her family” (Sahih Bukari).
Women cannot travel abroad without the permission or presence of a mahram. They 
are dependent on fathers, brothers, or husbands to conduct almost all of their private and 
public business; male family members have the responsibility to protect a female and
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provide for all her needs. However, women are entitled to own property in their own 
names and invest their own money in business ventures. Women's status is traditionally 
held to be high in the family, especially in the roles of mothers and sisters. Significant 
numbers of women have been academically successful. They have also played a part in 
literary productions, business, and other fields. Yet their achievements go publicly 
unrecognised and they are barred from most aspects of public life (Saudi Arabia Forum 
2006 and Azuri 2006).
The first wife of Prophet Mohammad (PBUH), Khadija may ALLAH be pleased with 
her (MAPWH), was said to be a business woman. In spite of traditional Arab society 
being male-dominant at the time Khadija was born, she had in fact received two titles: 
The first title being Ameerat Quraysh, which translates into the “princess of Quraysh”; 
and the second title was Al-Tahira, meaning “the pure one”, due to her honourable 
character and her virtuous personality. Khadija (MAPWH) always had to depend on 
others to manage her trade on her behalf, and she did not travel with her trade caravans. 
After she married Prophet Mohammad (PBUH), he was the one who took care of her 
business transactions (Al-Jibouri 1994).
Division of labour
Rapid economic growth led to an equally rapid increase in employment. The increase 
in demand for labour attracted foreign workers. About 23% of the Saudi population 
consists of foreign nationals living and working in Saudi Arabia. They are mainly Arabic 
speaking from neighbouring countries, such as Yemen, Egypt, Jordan and Lebanon. In 
addition, there are workers who hail from various other countries with a variety of 
languages and religions, such as India, Pakistan, Sri Lanka and the Philippines. 
Unskilled manual employment and domestic service, including nanny services, are 
carried out almost exclusively by non-Saudis. Guest workers have also dominated 
medium- to high-skilled private division salaried employment. Saudi Arabian citizens are 
found largely in government employment, entrepreneurial roles, ownership and 
management positions in business enterprises (Madhi & Barrientos 2003).
The nature of globalisation of the modern world gives the Saudi population 
opportunities to learn from the experiences of other nations. In addition, the increasingly 
open social atmosphere has been conducive to reviewing cultural values, old attitudes 
and ideas regarding women’s status in the Saudi community. Often, decisions are made
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by examining the reactions to these experiences of people of other Muslim and Arab 
nations with a similar history and culture. Interestingly, the increasing official 
commitments for empowering Saudi women were accompanied by socio-religious 
influence, which concluded with the decision of King Abdullah to prioritise women’s 
issues in the developmental plan of Saudi Arabia for 2005-2009. In addition, the Ministry 
of Trade and Industry granted Saudi women licences to deal with their own money and 
all official documents required to accomplish their work for the first time in the history of 
the kingdom (Faquih 2010).
A large number of Saudi females graduate from universities each year but do not 
enter the labour force in Saudi Arabia. It is said that there is no accurate plan to supply 
market demands with the available educational output (Al-Munajjed 2010). King Abdullah 
has promised to remove all barriers that stand in the way of employing and empowering 
Saudi women. “The new law of Labour issued by the Royal Decree Numbered M/51, 
dated 27/09/2005 on the basis that this system will be effective as from 23/4/2006” 
(Faquih 2010: 30). The law also approved 10 weeks maternity leave for pregnant 
employed women, starting four weeks before the birth date and ending six weeks after 
(Faquih 2010).
Saudi Arabia is seeking economic change (Madhi 2003). The government is working 
on developing a Saudi workforce by encouraging Saudi nationals to participate in all 
sectors of the economy. The process known as Saudization involves each position 
occupied by a foreigner to be replaced by a Saudi national. (Madhi 2003). Saudization is 
said to require a higher level of participation by both genders (Al-Munajjed 1997; Faquih 
2010). Some of the government’s efforts to promote Saudization includes: reserving 
specific occupations exclusively for Saudi citizens, increasing the fees for a number of 
work visas; and setting minimum wages on certain jobs in order to increase the 
employers’ costs when using foreign labour (Faquih 2010). A process of "Saudization^” 
of the modern workforce has been a national goal since the 1980s. Saudi youth has had 
the advantage of participating in rapidly rising levels of higher education and the local 
development of specialised expertise. Faquih (2010) observed that:
"The contribution of women to the national labour force Is expected to grow from 10.3 
percent to 30.0 percent during the period of the strategy. This trend which is based on 
women participation wiii reduce the foreign labour force by an average annual rate of 2 .0  
perceur (Faquih 2010:53).
 ^It is a policy set in the strategy and gradually lower of Saudi unemployment rates. (Faquih 2010; 
53).
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Women in Saudi Arabia now are able to hold key positions as deans of colleges and 
universities. Moreover, it is said that women have shown great ability in leadership 
positions as heads of hospital departments (Arab news 2008). More opportunities have 
been provided by the government for females in the work force. The proportion of Saudi 
women in the adult labour force has risen in Saudi Arabia. Between 1980 and 2000, the 
participation of Saudi women in the labour force doubled, from 7.6% to 16.1% (Tallawy 
2002). According to Faquih (2010), the number of Saudi women in the labour force had 
risen in 2002 and reached 465000. The total number of private businesses that the Saudi 
women run exceeds 22000. Centres were opened for the furnishing and training of 
women cadres in the different fields, which resulted in “finding more job opportunities for 
Sat/of/women” (Faquih 2010:44).
Many employed women in numerous countries are allowed a short period of paid 
maternity leave (Carter-Spaulding 2008). The situation in Saudi Arabia is no différent, as 
discussed under division of labour title in chapter 2 (see 2.4.1). The short period of 
maternity leave makes exclusive breast-feeding for six months very difficult for working 
mothers. Additionally, there is no provision of a nursing hour for working mothers.
Socialisation
Child rearing:
■ According to the internet website; Saudi Arabia Forum (2006); and personal and 
professional information, mothers used to give birth at home, possibly with the 
assistance of a midwife. Infants were cared for by their mothers, who carried them 
everywhere and nursed them. Fathers, uncles, and grandfathers did not take part in 
childcare but played with the children, kissed them, and taught them genealogies and 
morality. Male family members taught children generosity and hospitality by example. 
Intense family and kin-based socialisation at home is now merely a memory. As 
mentioned before (section 2.4), most people moved from villages to cities looking for jobs 
in the new companies, and as a result nuclear families increased and births more 
commonly took place at a hospital (Saudi Arabia Forum 2006). When discharged from 
the hospital, a mother may find herself alone with little or no family support. Even the 
husband may not know what to do to help her. Especially in Saudi Arabia, the role of the 
husband is traditionally excluded from maternity care, yet his role is proving to be 
important in increasing breast-feeding initiation and duration. As explained in section
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3.2.4, breast-feeding is influenced by other important family relationships, as well as 
other women in extended households, including long-time domestic servants, who 
participate actively in rearing children and teaching them Arabian culture and mores.
A domestic servant or nanny, who may speak little or no Arabic, often does much of 
the work of child rearing. Saudi women have started to depend on servants to take care 
of their children. This issue troubles many Saudi Arabians, and may become a cause for 
decreasing the incidence of breast-feeding. While breast-feeding was commonly 
practised in Saudi Arabia fifteen to twenty years ago (Al-Sekait 1988), rapid socio­
economic development has led to many changes. A large number of alternatives to 
human milk and the accessibility of many products of “formula” milk and baby food 
supplements on the market are factors playing a significant role in this change (Al- 
Othaimeen et al. 1987). In addition, the role of women has shifted from homemaker to 
worker outside the home. From my observation, women have more money, which often 
leads to an increased number of maids, higher use of commercially available “formula” 
feeds, and a decrease in the rate of breast-feeding.
Religion:
The Qur'an gives women rights on personal, civil, social, and political levels. The 
Qur'an assigns roles and duties to both genders. For example, women are responsible 
for the proper upbringing of children and making a house of peace and comfort. In 
addition, a woman should show respect for her husband who is the head of the 
household. On the other hand, women in Islam are entitled to the right to be protected by 
their husbands. This includes provision of shelter, feeding, clothing, education, and 
security, regardless of the wife’s own personal wealth. Neither the Qur'an nor the Hadith 
prohibit women from participating in public life. A.woman also has the right to work 
outside the home, if this does not affect her responsibilities. However, the Qur'an does 
warn that the mingling of the sexes could lead to “seduction and the 'evil consequences' 
that might fb//ow” (Al-Munajjed 1997). The Prophet was a proponent of modest clothing, 
but did not specify veiling the face (Yamami 1996; Al-Munajjed 1997). Both men and 
women need to be educated in order to achieve perfection. The Qur’an strongly believes 
in mandatory education for both men and women as following verse shows:
a  ^  (£) ^  (r) (Y) Ü 1 Û Ü 1 (^)
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“READ (1) in the name of thy Sustained who has created man out of a germ-cell Read (2) for thy 
Sustainer is the Most Bountiful One(3) who has taught [man] the use of the pen(4) taught man 
w hathedidnotknow (5)’’ (AI-Alaq:1-5).8
Additionally, Islamic religion states that women have the right to work, and may work 
in commerce, industry, and agriculture as long as their work does not harm themselves, 
or their families (Al-Munajjed 1997 cited in Wilson-Goldie).
Medicine and health care:
The government gives the health sector high priority in order to provide all Saudi 
citizens with a free, high standard of health care. The total number of hospitals managed 
by the Ministry of Health (MOH) at the end of 1993 was 174, with 25,918 beds. The 
number of hospitals run by government agencies other than the Ministry of Health was 
32 at the end of 1993, with a capacity of 7,338 beds. The number of primary health care 
centres rose from 1640 in 1989 to 1,707 in 1993, whereas in 2001 the number of Ministry 
of Health hospitals increased up to 176, with a total of 26,955 beds (Ministry of Health 
annual report 2001).
Hospital births have increased due to the many hospitals that provide good medical 
and maternal care. The médicalisation of childbirth and infant care has been affected by 
Western hospital practices regarding infant feeding after delivery. Thirty years ago, most 
Saudi physicians obtained their degrees from different Western countries, and during the 
same period, breast-feeding was not seen to be encouraged by .these .health professions. 
This has influenced the routine care in Saudi Arabian hospitals (Harfouche & Musaiger 
1993). It was observed that “rooming-in” in Saudi Arabian hospitals from birth until 
discharge was discouraged by hospital policies, only allowing for an occasional visit at a 
scheduled time (Al-Nahedh 1994). In addition, non-Arabic speaking nurses and health 
care professionals added more barriers in breast-feeding promotion. This led to the 
discouragement of suckling, and delayed the stimulation of the “letdown refteyd, which 
brings about a decreased milk production (Riordan 2009; see 6.3). As stated by 
Harfouche and Musaiger (1993), one of the most remarkable characteristics of modern 
industrial culture is the “muting^ of the transition period” which was defined as “the period 
between delivery of the infant and the establishment of its total physiological 
separateness from the mother” (Mead and Newton 1967 cited from Harfouche & 
Musaiger 1993: 29-30).
® This translation Asad M. (Oct 2010) online http://www.islamicitv.com/QuranS0 arch/. 
® Saying nothing or making no sound (Encarta Dictionary UK)
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Routine nursery care in most of Saudi Arabia’s hospitals encourages the delayed 
initiation of the first breast-feed of the baby, for up to six to twelve hours after birth and 
sometimes more (Al-Mouzan 2009). The paediatrician should be the first one to examine 
the newborn and decide whether to start giving glucose followed by “formula” milk. As 
claimed by Kilani (1999), all infants receive glucose, as their first feeds followed by a 
“formula” milk feed. Moreover, infants are exclusively “formula” milk fed during their stay 
in the hospital. These measures are now known to contribute as one of the main causes 
to interfere with breast-feeding success and decrease maternal self-confidence 
(Hruschka et al. 2003; Sheehan et al. 2001). If the mother continues to depend on health 
professionals to make decisions for her regarding when to breast-feed and whether or 
not breast-feeding or bottle-feeding is the best for her infant, breast-feeding is more likely 
to be unsuccessful. As a consequence of this, mothers may start to feel low self- 
confidence for not producing enough milk, which exacerbates the problem (Carter- 
Spaulding 2008).
Moreover, mothers are not allowed to initiate breast-feeding due to hospital policy 
(Kilani 1999). From my observation during working as a maternity nurse, during the 
allowed time for rooming-in, the nurse provided the mother with “formula” milk and gave 
the mother the option to breast-feed or use “formula” supplements. However, most of 
nurses in Saudi Arabia are non-Arabic speakers and only know a few words of Arabic. 
Both the practice of the nurses and language difficulties add more barriers when 
providing instructions about infant feeding information and education. Moreover, the 
hospitals in Saudi Arabia had neither a breast-feeding support group nor a lactation 
consultant. These practices are not baby friendly and contribute to subsequent failure of 
breast-feeding (UNICEF 2008; UNICEF 2005; Merewood 2005).
The health service’s professionals and polices are also factors contributing to the 
decline of breast-feeding in Saudi Arabia. The inappropriate breast-feeding support and 
encouragement at the hospital care practice interferes with initiation and continuation of 
breast-feeding. Successful breast-feeding is found to be significantly associated with 
satisfaction with medical care and help given by the hospital staff (WHO/UNICEF, 1989). 
In several technically developed countries, there is a trend back to rooming-in to avoid 
the separation of the mother and neonate in maternity hospitals. The Saudi Ministry of 
Health has taken particular measures to reverse the decline of breast-feeding rate by 
starting a Saudi maternal and child health programme (1988-1997) for health 
professionals in the Ministry of Health. Only one maternity hospital in the Eastern
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Province earned the title of ‘Baby Friendly’ based on the Hospital Initiative (Baldo et al. 
1998).
Decline of mortality:
The rapid socio-economic development that started in the early 1960s has had a 
huge impact on the health status of the population. During the period 1990-1996, the 
Saudi infant mortality rate estimated from health surveys in the country decreased from 
23 to 4 deaths per thousand people.. A comparison of results from 1990 to 2004 of Saudi 
Arabian child health surveys indicated that the infant mortality rate under one year of age 
dropped from 35 per thousand live births in 1990 to 21 per thousand live births in 2004. 
Additionally, the mortality for children under five declined from 44 in 1990 to 12 per 
thousand in 2004 (Baldo et al. 2000; UNICEF 2006). There is a strong relationship 
between a declining infant mortality rate and breast-feeding. As proposed by Bhandari 
(2008), exclusive breast-feeding in the first three months of an infant’s life decreases the 
probability of infectious diseases such as diarrhoea and respiratory infections. 
Additionally, not only is there evidence of breast-feeding for the promotion of healthy 
nutrition for the baby but there is also strong evidence that early initiation of breast­
feeding decreases neonatal mortality (Edmond et al. 2007).
2.5. The need for a State policy on promoting breast­
feeding in Saudi Arabia
UNICEF advises that a written policy is highly recommended in order to promote and 
support breast-feeding in any country (UNICEFA/VHO 1981). If such policies are to be 
applied and adhered to as recommended, then the adequate preparation of staff is also 
important. There was no clear stated policy in the Saudi Ministry of Health regarding how 
to enhance and promote breast-feeding. A memo was circulated to all health centres 
following the UNICEF advice to promote and encourage breast-feeding. None of the staff 
was prepared for this (Bellah & Dabal 1998).
It was not easy to find out whether Saudi Arabia has a policy for promoting breast­
feeding or not. While searching for information about the breast-feeing policy in health 
centres, a member of staff in a managerial position in the Saudi Ministry of Health in 
Dammam, was interviewed and expressed a strong position on influencing new mothers 
to take up breast-feeding. According to her, it was made clear to her that there were no 
funds available for developing her work. Moreover, she stated that nobody from the staff
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volunteered to help her in promoting breast-feeding because they did not have time. She 
added that there is no policy to prevent an advertising company from distributing the free 
samples to mothers and from giving an educational talk about the benefits of "formula” 
feeding, giving pamphlets to mothers, or even sponsoring big conferences to support 
their product.
Since research cannot be based on the interview and opinions of one woman, it was 
deemed necessary to obtain more first-hand information about how individual mothers 
were influenced in their choice of feeding methods. Therefore, more investigations were 
made in order to obtain a more trustworthy and convincing data sources. It was not easy 
to obtain a source; there was nothing on the internet in relation to the Saudi Arabian 
policy regarding breast-feeding even in the main home page of the Saudi Ministry of 
Health. Contacting the Saudi researchers who had published work about breast-feeding 
in Saudi Arabia, yielded no reply. The search for a suitable source took more than 12 
months until a colleague provided the contact details of a man in a high position in the 
Saudi Ministry of Health. On November 8^*^ 2008, this person was contacted and asked to 
send the policy, if indeed there was one. The contact confirmed that there was a policy 
and requested a list of the information needed for this research. The following questions 
were sent to the contact by e-mail:
1- Do we have in Saudi Arabia a policy regarding breast-feeding promotion? If yes,
would you please send me the Saudi Policy or anything related to breast­
feeding support in the Saudi Ministry of Health?
2- What action has the Saudi Ministry of Health taken regarding the advertisement
of baby milk? Is there any policy to control the sale of artificial milk or the free 
distribution of milk samples to hospitals?
The policy was received and can be seen in Appendix 18. A further e-mail was sent 
to the same person asking if this policy had been provided to the health centres in the 
kingdom, and if so, why was the policy not applied and followed? The following 
answer was received:
‘T he  code has not been implemented yet for different causes: 1- The M O H should 
formulate a committee for the code (on going). 2- MOH should supply the health institute 
with the infant formula (it may take 3 - 6  months from now) to stop companies from giving 
free milk. 3 - Other logistic reasons".
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This response inferred that those in a managerial position to promote breast-feeding 
had little understanding of the no authority to implement it. The Saudi Arabia State policy 
on promoting breast-feeding was set regarding the International code of Marketing of 
Breast-milk Substitutes at the national level. This law aims to provide safe and healthy 
nutrition to babies through protecting and fostering natural feeding and to warrant the 
proper use of maternal milk substitutes when needed, based on suitable awareness and 
through the suitable distribution and marketing methods and practices. The full details of 
the translated version of this policy are in appendix 18.
In summary, this chapter provides some background information about the 
importance of breast-feeding and how this practice can be affected directly or indirectly 
by cultural beliefs, religion and behaviour. This chapter also provides an overview of the 
invasion of baby milk manufacturing companies and the measures that have been taken 
nationally and internationally to promote the return to breast-feeding. The last part of this 
chapter discussed the social context of Saudi Arabia and provided a brief history of the 
changes in Saudi culture, which consequently affected women’s position in society and 
as a result affected the breast-feeding rate. The following chapter, which includes a 
review of the relevant literature, aims to provide the main background of the following 
factors: personal characteristics, socio-economic status, attitudes, intra-personal 
characteristic, sources of support and problems during breast-feeding initiation and their 
effects on breast-feeding rate.
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Chapter: 3 Literature review 
3.1 Methodology of literature review
Literature reviews suggest new research ideas and help to locate the basis for 
studies. A literature review is an important early assignment for most quantitative 
researchers (Polit & Beck 2006). It also provides the background for understanding 
current knowledge on a topic and illuminates the significance of any new study. A 
literature review can help determine any gaps in the evidence. Findings from literature 
reviews help to identify research problems, to formulate research questions and provide 
direction for research methods, design and depth. Literature reviewing also helps to 
provide strategies for collecting data, methods of analysis and interpretation of findings 
(Riordan 2005; Polit & Beck 2006). Therefore, a critical literature review was conducted 
in order to answer the following search questions prior to this research (study 1 & 2):
1. Why is breast-feeding initiation and duration worldwide still low?
2. What are the factors influencing breast-feeding initiation and duration?
3. Does BFHI help in enhancing breast-feeding practices?
4. What is the role of health care professionals in initiating and maintaining 
breast-feeding?
5. To what extent does Islamic teaching about breast-feeding influence breast­
feeding initiation and duration in Saudi Arabia?
Factors affecting breast-feeding and their relationship to breast-feeding initiation and 
duration have been studied in both quantitative, as well .as qualitative, research over, 
recent years. This review includes primary sources of research about breast-feeding and 
factors affecting its initiation and duration. In this section, literature searching strategies, 
inclusion criteria, exclusion criteria, literature reviewing processes and findings from the 
review are discussed. The literature is also used herein to highlight methodological 
issues in the research reviewed, the research tools employed and sampling methods 
selected.
Search strategy:
Databases used were; ISI web of knowledge, CINAHL full text, Medline via OVID, 
SAGE Journals online. Trip database. Science Direct, the WHO database, and the 
central for information database (La Lèche League Centre). The following key words and 
phrases were used: breast-feeding, infant feeding, education, economy, parity, 
influencing factors, health education, educational program, Saudi Arabia. Boolean
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searching was used and/or for example, “breast-feeding & influencing factors”, “breast­
feeding & Saudi Arabia”, “breast-feeding or lactation”. Narrowing research strategies 
were used such as “breast-feeding not cancer”, “breast-feeding not abnormalities”, 
“infant feeding not premature”, and “infant feeding not diabetes”.
Inclusion criteria:
At the beginning of the search, the articles were restricted to those published mainly 
in the English language between the years 1980 to 2007. In Saudi Arabia, few studies 
had been conducted regarding breast-feeding compared to other countries, so searching 
from 1980 broadened the search. Material from other countries was included especially 
from the Kingdom of Saudi; articles in Arabic were accepted during this stage because 
some essential information was not available in English. The content of these articles 
included: factors influencing breast-feeding, maternal perception, cultural perceptions, 
maternal attitudes and self-confidence, professional and social support.
Exclusion criteria:
All studies on mothers with physical or medical problems were excluded. Studies 
looking at infants with abnormalities (such as cleft lip); premature infants and those with 
HIV were also excluded. These factors negatively influence breast-feeding practices 
(Bautista 1997; UNICEF 2008). Articles in other languages were also excluded.
Literature reviewing process:
The framework for critically reviewing the literature was adapted from Neill (2000). 
Neill used a review design adapted from Sandelowski (1995) and Gould (1994). Both 
strategies were combined to provide a framework to enable the analysis of each paper in 
a systematic way, whether quantitative or qualitative, and included an attentive process 
for combining the results of the work. This approach verified the strategy’s validity and 
the areas of similarity and dissimilarity between research results were identified.
Findings from the review:
More than 150 articles were found through literature searching. Thirty-two papers 
were included in the literature review (see Appendix 16 for the Grid of the papers 
considered). Qualitative, quantitative and mixed qualitative and quantitative approaches
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were used in the studies reviewed, with the use of interviews, focus groups and 
questionnaires predominating.
Methodological issues in the research reviewed:
The studies varied considerably in quality, for example, five of the studies were 
cohort studies where a sample was followed prospectively. Six cross-sectional studies 
were found where groups were compared on one or more variables but data were 
collected for one time point only.. Two focus group studies were also reviewed, where a 
group of people assembled to address questions on a given topic. There was one 
intervention study in France; a quasi-experimental study compared a post-intervention 
group with a control group.
Research tools:
Twenty quantitative studies used structured questionnaires, which had been 
developed and validated by the researcher (Fein & Roe 1998; Kong 1999; Khoury 2005; 
Heath 2002 et a/.; Shawky 2003; Al-Shehry 1995; Vittoz 2004; A-Nasser 1991; Al- 
Othman at al. 2002; Feda 2003; Al-Jassir 2004; Al-Jassir 2006; Dobis & Girard 2003; 
Abada at al. 2001; Donath & Amir 2003; Shaker at al. 2004; Paine & Dorea 2001; Al- 
Akour at a/. 2006; Kilani 1999; Lewallen at al. 2006). Fein and Roe (1998), used a 
questionnaire eleven times. Firstly, a questionnaire was used during pregnancy in the 
third trimester and then it was used ten times in the infant's first year. Postnatal 
questionnaires were administered twice during the first month and then once per month 
in months 2, 3, 4, 5, 6, 7, 9, and 12. Many of the question-based surveys had large 
sample sizes, which increased their generalisability (Fine 1998).
Nine qualitative studies used semi-structured interviews, focus group discussions and 
unstructured interviews (Swanson & Power 2005, Hannon at al. 2000; Abel at al. 2001; 
Stewart 2003; Hoddinott & Pill 2000; Erie 2002 & Hoddinott & Pill 1999; Heath at al. 
2002; Bick 1998). Hannon (2000); Sheehan at al. (2003); Dubois and Girard (2003); 
Hoddinott and Pill (2000) and Hoddinott and Pill (1999), all used semi-structured 
interviews. Abel at al. f2001) and Stewart (2003) conducted focus groups. However, Erie
(2002) conducted the only study using in-depth unstructured interviews in three phases. 
Firstly, the interviews were performed between 6-14 weeks of pregnancy; secondly, 
interviews between 34-39 weeks of pregnancy and finally, mothers were interviewed 
between 6-14 weeks after delivery.
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Heath et al. (2002), collected data through an initial interview with the mother at 
home when the infant was 4-6 weeks old. After that, weekly interviews were conducted 
until the infant’s first year. Then visits became monthly after the first introduction of non­
milk food, however, the data collection methods were not sufficiently articulated. Dubois 
and Girard (2003), used face-to-face interviews also. The rest of the studies used mixed 
methods, qualitative and quantitative (Kong 2004; Kuan et al. 1999; Bick 1998; Kong
2004). Bick (1998), used postal questionnaires followed by home-based interviews, but 
the type of interviews were not defined. Kong’s (2004), data were collected through 
questionnaires and by informal in-depth interviews. Kuan (1999), obtained data through a 
chart review process, with a survey being conducted before discharge to confirm 
maternal interest and their intention to breast-feed. Then, a telephone interview was 
conducted during the fourth and eighth months after birth. (Appendix 16).
Sampling:
The main participants across all reviewed papers have primarily been the mother, but 
Abel (2001), included the father as an important factor-influencing breast-feeding 
practices. Hoddinott and Pill (2000), included partners and/or relatives in the interview. 
Although sample sizes were large, as is customary in quantitative research approaches, 
the results cannot always be generalised. These studies were carried out from different 
countries, including western countries, such as the United Kingdom (Stewart-Knox 2005; 
Hoddinott & Pill 2000; Hoddinott & Pill 1999) and the United States of America (Fein & 
Roe 1998; Khôùrÿ 2005); eastern countries such as Thailand (Kong 1999), and the 
Kingdom of Saudi Arabia (Al-Shehri 19995; Al-Nasser 1991; Shawky 2003; Fida 2003). It 
has been recognised that each study included different participants with variations in 
culture, religion and location. Qualitative research focuses on gathering rich information 
from participants and trying to answer specific questions in the study, therefore the 
sample sizes tend to be smaller than in quantitative studies.
3.2. The main themes to be discussed
Analysis of the evidence from the literature revealed the following five themes, and 
these are discussed in turn:
• Personal characteristics ^
• Socio-economic status
• Attitudinal and intra-personal characteristics
• Sources of support
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• Problems during breast-feeding initiation
3.2.1. Personal characteristics
Maternal age and parity:
Internationally, maternal age and parity have been repeatedly associated with both 
initiation and duration of breast-feeding. Mothers gain knowledge when they have more 
experience. According to positivism, knowledge is “obtained through observation and 
experiment' (Kromer 2005:1; see 4.1). It has been found that older women are more 
likely to initiate and continue breast-feeding than younger mothers. These findings have 
been observed in several countries, by Fein and Roe (1998), in the United States of 
America, by Al-Othman (2002); Al-Nasser (1991) in Saudi Arabia and Dubois and Girard 
(2003) in Canada.
A longitudinal Canadian study of 2103 mothers (Dubois and Girard 2003) found the 
probability of being breast-fed exclusively at four months of age was dependent on the 
age of the mother. Exclusive breast-feeding was 3.1 times higher for children of mothers 
aged 25-29 years, 4.7 times higher when the mothers were between 30-34 years and 5.7 
times higher when the mothers were 35-39 years, compared to women who were less 
than 25 years old. The same findings were found in the Kingdom of Saudi Arabia, as 
reported by Al-Nasser (1991), In this study of 923 participants, that the younger women 
in the 15-25 year age group had shorter durations of breast-feeding. (9.3. + 6.9. months). 
than the older women in the 35-44 year age group who had longer durations of breast­
feeding (12.8+ 8.1 months). Although the two studies were conducted in different 
locations with different groups of mother’s cultures and beliefs, Al-Nasser’s (1991) study 
is about 14 years older than the Dubois and Girard (2003). Both studies found that lack 
of experience for younger mothers and unexpected complications may be the reasons 
why the age of mothers still plays an important factor in the duration of breast-feeding.
In contrast, Shawky (2003), found no relationship in Saudi Arabia between maternal 
age and parity with breast-feeding initiation and duration. Shawky’s findings contradict 
others; this may be because the majority of the participants in his study (87.8%) were 
house wives. Saudi mothers are dependent on their husbands and family members to 
deal with any matter related to financial issues. The mother is usually concerned about 
her family inside the house, taking on the cooking, cleaning, and child rearing role (see 
2.4.1). It has been found that maternal age and parity influenced breast-feeding initiation
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and duration. In the following section, I discuss how socio-economic status is considered 
to be another factor influencing breast-feeding.
3.2.2. Socio-economic status
In the literature, socio economic status was measured according to household 
income, level of education and/or maternal employment. Each of the former factors are 
discussed in the following section.
Mother's level of education
The effect of the mother’s level of education differs from one place to another. 
Although breast-feeding is positively associated with socio-economic status in most 
developed countries (Dubois & Girard 2003), in some developing countries the 
relationship appears to be negative. This is because educated mothers are more likely to 
be involved in economic activity away from the home.
In the year 2000, the percentage of illiterate females over age 15 in Saudi Arabia was 
33%, with 10% of them between ages of 15 to 24 years (Roudi-Fahimi & Morhadam 
2003; see 2.4.1). Al-Shehri (1995), conducted a survey in five geographical areas and 
was inclusive of 3608 participants. This study covered most regions of Saudi Arabia. Al- 
Shehri reported that illiteracy of the parents (mother and father) was associated with 
longer breast-feeding duration, Similar results, were found in the Al-Nasser study .(19.9.1), 
showing that mothers with a higher level of education tended to have shorter breast^ 
feeding duration. The majority of Al-Shehri’s (1995) and Al-Nasser’s (1991) participants 
were illiterate; 61%, 78.9% respectively. Al-Shehri’s (1995) findings are more reflective 
and representative of the Saudi population than Al-Nasser’s (1991), because firstly, most 
of the Kingdom of Saudi Arabia (KSA) regions were covered in the study. Secondly, Al- 
Shehri covered both rural and urban areas. Thirdly, he had a large sample size and 
considered both the mother’s as well as the father’s level of education. On the other 
hand, Al-Nasser’s (1991) study covered only one city in the south west of the KSA, in a 
rural community, with a smaller sample size (923) and was concerned more with the 
mothers' level of education as the father was not included.
In addition, two studies conducted in Jeddah; the western region of KSA, by Shawky
(2003), and Fida (2003), found no statistically significant relationship between level of 
education and duration of breast-feeding. The sample size of Fida’s (2003), study was
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small and consisted of a specific group of mothers in a teaching hospital. The nationality 
of participants was not mentioned in this paper. If other nationalities were included in the 
sample this could explain the findings of the Al-Jassir (2006) study that non-Saudi 
mothers breast-feed longer than Saudi mothers do. There are multi-nationalities living in 
the Kingdom of Saudi Arabia, which has around five million of resident foreigners (Saudi 
Arabia Forum 2006). Shawky’s (2003) study was conducted at six primary health care 
centres in Jeddah City. This is more representative of the Saudi population because not 
everyone can have access to a teaching hospital but any mother can reach the health 
care centres. The sample size in this latter study was 400 individuals, with 66.8% of the 
participants of Saudi origin. These differences in study design could make the findings of 
Shawky (2003) s more reliable than those of Fida’s (2003)..
However Al-Othman’s (2002) study in Riyadh, the capital city of the KSA, showed 
that early initiation of breast-feeding after delivery and longer duration of feeding were 
significantly higher among mothers with a high level of education. In contrast, Al-Jassir’s 
surveys (2004 and 2006) support both previous studies by Al-Shehri (1995) and Al- 
Nasser (1991) that the mean duration of breast-feeding by less educated mothers was 
significantly higher than with the more educated mothers. Al-Jassir’s study tends to be 
more representative of Saudi population than Shawky’s (2003),Fida’s (2003) and Al- 
Othman’s, because it covers ten health care centres in Riyadh city with 21,507 mainly 
Saudi (92.8%) individuals. In contrast, Dubois and Girard (2003), in a longitudinal study 
of 2103 participants in Canada, found that maternal, education, and socio-economic 
status were positively correlated with breast-feeding initiation and duration.
An educated mother, in Saudi Arabia, is more likely to participate in the labour force, 
and enhance her economic status (Faquih 2010; El-Sanabary 1994) and this may 
influence her breast-feeding practice. Moreover, the mother who has to go back to a full 
time job becomes unable to breast-feed frequently, and consequently shifts to the 
alternative of bottle-feeding (Fein & Roe 1998; see 2.4.1.; 9.3.1.3). The illiterate mothers 
in Saudi Arabia tend to breast-feed longer than educated mothers. This is due to the less 
opportunity for them to have jobs; accordingly, they have more time than educated 
working mothers do. In addition to both maternal knowledge and education, breast 
feeding practice for many women in Saudi Arabia it is part of deeply built beliefs about 
child rearing that stem from Islamic teaching.
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Moreover, it is not necessary that the mother should be formally educated to be able 
to collect information and have knowledge about infant feeding; knowledge can be 
obtained by experience and observation (Kromer 2005). According to rationalism, 
knowledge is gained by “reason and introspection. Ideas may be justified by sense 
experience” (Kromer 2005:1). Rationalists argue, “our concepts or knowledge outstrips 
the information that sense experience can provide” (Stanford Encyclopaedia of 
Philosophy SEP 2008:1) Furthermore, mysticism purports that knowledge is “revealed 
through faith, emotion or revelation” (Kromer 2005:1). Therefore, Islamic instruction and 
experience of the importance of breast-feeding may influence Saudi mothers’ decisions 
on the initiation and duration of breast-feeding, which makes the level of education 
irrelevant for Saudi mothers. This is in contrast to Western societies, where educated 
mothers breast-feed more than non-educated one because they depend more on 
scientific knowledge and research findings.
In conclusion, maternal knowledge and level of education are important factors for 
breast-feeding initiation and duration. However, at the same time, educated mothers may 
tend to work outside the home more than uneducated ones. It has thus been found that 
maternal employment is another factor for breast-feeding cessation and this will be 
argued in the next section.
Maternal empiovment
The negative association between duration of lactation and maternal employment is 
demonstrated in many studies. In a large maternity hospital in Birmingham (UK), in a 
large study of 906 participants, Bick (1998), found that 63% of the study participants 
initiated breast-feeding but 40% of them stopped within 3 months of the infant’s birth. 
The main reason for early cessation was the mother returning to work. A full-time job was 
found to be the main reason for the introduction of bottle-feeding. A longitudinal study 
conducted in the United States of America found that expecting to work part-time either 
decreased or increased the possibility of the breast-feeding relative to expecting not to 
work, but expecting to return to full-time work decreased the probability of breast-feeding. 
Breast-feeding duration was decreased by an average of 8.2 weeks in mothers working 
full-time at three months post partum relative to un-working mothers. The duration of 
breast-feeding was not affected among mothers who were working part-time for 4 hours 
or fewer, and even when 4 hours were exceeded, the duration was decreased less than 
in those who worked full-time (Fein & Roe 1998). Fein and Roe’s (1998) findings seem
56
Maha Al-madani
to be credible as the mother who works full-time will have less time for feeding her baby 
than a mother working only for 4 hours a day.
In the Information of Saudi Arabia forum (Azuri 2006), the government made only 
certain occupations available to Saudi citizens who required a higher level of 
participation by both genders. At the same time, women in Saudi Arabia started to be 
independent of their father, brother, or husband to conduct all of their public business 
(Azuri 2006). As mentioned earlier, in the context of Saudi Arabia, (2.4.1) the rapid socio­
economic development brought about huge changes, especially in changing the role of 
woman from homemaker to worker outside the home. Therefore, Saudi mothers were at 
high risk of not breast-feeding or of decreasing the duration of breast-feeding because of 
increased employment. Furthermore, there are no part-time jobs in government sectors, 
requiring the mother to work full-time with an entitlement of only 10 weeks maternity 
leave (Faquih 2010, see sections 2.4.1 & 6.1). The increased number of Saudi women 
either in the governmental work force (15%) or in private business (40%) (Raphaeli 2010; 
Hamdan 2005, see 2.4.1) as well as the intensive media drive to promote “formula” milk 
contributed to a decline in the number of breast-fed infants over this period (Sheth 2005).
However, unlike most previous research, maternal employment was not a statistically 
significant factor affecting the length of continued breast-feeding, according to Shawky 
and Abalkhail’s (2003) study undertaken in Jeddah. This study contradicts previous 
findings showing the negative association of maternal employment with breast-feeding 
duration. The reason for this may be the small sample size (400 participants) used in this 
study. The discrepancy might also be due to the fact that most of the participants (78 %) 
were housewives, whereas in Bick’s (1998); Fein and Roe's (1998) studies, the sample 
sizes were 906 and 2615 respectively, which makes their results more credible.
It has been agreed that maternal socio-demographic factors influence breast-feeding 
practices, but recent research has suggested that parental intentions and attitudes 
towards breast-feeding are stronger predictors of infant feeding choice as discussed in 
the following section.
3.2.3. Attitudinal and intra-personai Characteristics
Breast-feeding intention was positively related to more positive breast-feeding 
attitudes, and negatively related to viewing breast-feeding as embarrassing (Stewart- 
Knox 2003; Heath et al. 2002; see 6.1). This section will discuss the effect of prenatal
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intentions, maternal attitude, and maternal confidence on breast-feeding initiation and 
duration.
Prenatal Intentions
Studies have demonstrated that breast-feeding behaviours are strongly associated 
with the timing of the decision to breast-feed. In general, quick initiation and longer 
duration of breast-feeding is more likely among mothers who made their decision to 
breast-feed earlier. In a prospective study of infants from birth to 12 months of age in 
New Zealand, the intention to breast-feed increased with the likelihood of successful 
breast-feeding initiation (Health et al. 2002). Earle (2002), also considers that most 
mothers will have made a decision pre-pregnancy or very early in pregnancy. The 
participants in the Erie study (2002) made the decision to “formula” teed early on (before 
delivery) because they wanted to share the experience of infant feeding with their 
fathers, or because they wanted to ensure that the load and the responsibility of infant 
feeding was shared. These findings by Heath et al. (2002) and Erie (2002), seem to be 
logical within groups of mothers who have other responsibilities such as returning to 
work, as this factor may make them plan not to continue or not even start breast-feeding. 
Two-thirds of breast-feed mothers who intended to breast-feed achieved their intended 
duration of breast-feeding in Donath and Amir’s (2000) study.
In a prospective, 8-week cohort study in the USA, the successful breast-feeding rate 
was 76%, based oii mothers who had initially planned their duration of breast-feeding 
(Kuan et al. 1999). A qualitative study of 29 Australian women’s stories of their baby- 
feeding decisions in pregnancy showed a strong correlation between the women’s plans 
to breast-feed and the length of time she actually breast-fed (Sheehan et al. 2003). The 
limitation of Sheehan’s (2003) study is that the findings describe the experiences of a 
specific, small group of women. Therefore, the degree to which the findings apply to the 
breast-feeding population cannot be estimated. Kuan's study (1999) appears to be more 
valid than Sheehan’s study, because Kuan used different methodology for data 
collection, which included a chart review, surveys, and the interview of 522 mothers. 
Breast-feeding intention was a stronger predictor of breast-feeding initiation and duration 
than socio-demographic variables including age, education, smoking and return to work. 
Breast-feeding initiation was powerfully related to breast-feeding initiation and/or 
intended breast-feeding duration. For example, in a longitudinal cohort study of 10,548 
women in the United Kingdom, prenatal intention to breast-feed had an influence on
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initiation and duration of breast-feeding. Of the women who intended to bottle-feed from 
birth, only 3.4% initiated breast-feeding, whereas 69.9% of women who planned to 
breast-feed for at least four months, initiated breast-feeding (Donath & Amir 2003).
Breast-feeding intention was predicted by positive beliefs towards breast-feeding and 
negative beliefs towards bottle-feeding. Furthermore, breast-feeding intention was 
related to the Theory of Planned Behaviour (TPB), constructs of attitudes, subjective 
norms and perceived control, but not by socio-demographic means (Swanson & Power
2005).
Maternal attitude
Positive maternal attitudes towards breast-feeding were more significantly associated 
with longer duration of exclusive breast-feeding than socio-demographic factors (Scott et 
al. 2004). On the other hand, women with negative breast-feeding attitudes such as 
perceptions of lifestyle restriction, physical discomfort, and inconvenience, are more 
likely to bottle-feed (Heath et. al. 2002). Breast-fed mothers in Scotland also had more 
positive attitudes towards breast-feeding than bottle-fed mothers did (Shaker et al. 2004; 
Swanson & Power 2005).
Scott’s (2004) study, mentioned above, has some limitations; the sample size is 
relatively small, and the mothers came from one specific area in Glasgow. Thus, the 
results may not be applicable to the rest of Scotland or other countries such as Saudi 
Arabia. Therefore, there is a need to see the effect of mothers’ attitudes on their choices 
regarding infant feeding in other countries, with a larger sample size in order to verify 
these findings. According to Hoddinott and Pill (1999), exposure to breast-feeding could 
be either positive or negative, depending on the context. Women, who had only seen 
breast-feeding done by a stranger, described this as a negative influence, whereas 
women, of lower socio-economic status who perceive exposure to breast-feeding in a 
positive way may be more likely to initiate breast-feeding. In addition, breast-feeding in 
the hospital was predicted by definite beliefs and subjective norms towards breast­
feeding and harmful beliefs about bottle-feeding (Swanson & Power 2005). In Scott’s 
study, maternal attitude scores were the only significant predictor of breast-feeding upon 
discharge after controlling for socio-demographics (Scott et al. 2004).
In a 2002 prospective study in the West Midlands, UK, with primipara mothers during 
their first 6-14 weeks of pregnancy, breast-feeding was generally perceived as an activity
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that is out of place within modern western society. The majority of women who intended 
to use “formula” milk and breast-feeding (mixed feeding) perceived breast-feeding as 
embarrassing, disgusting, and inconvenient, while at the same time acknowledging that 
'breast is the best' (Erie 2002). Erie's (2002) findings highlight the tension between the 
breast functioning as a symbol of 'sexuality’ within Western society and the function of 
the breast as an organic source of nutrients for the infant. Shorter duration of infant 
feeding was associated with embarrassment to breast-feed in public, as has been 
reported by Heath's et al. (2002) study conducted in Dunedin, New Zealand. Moreover, 
Stewart-Knox (2003) studied twelve mothers in North Ireland, using both interview and 
focus group discussions. Embarrassment both to self and that perceived in others was 
one of the main themes in his analysis.
These findings may reflect Western mothers' views about breast-feeding, but this 
may not be similar to the view of other mothers in other societies such as in the Kingdom 
of Saudi Arabia. Breast-feeding is a dominant practice in Saudi society. A Saudi mother 
can breast-feed in public or any place providing she is properly covered. Most of the 
time, Saudi females are separate from males in public facilities, which make these 
findings inapplicable to Saudi cultures.
Maternal confidence
Maternal breast-feeding confidence has been associated with perceptions of 
insufficient milk (Heath ei al. 2Ô02; Lewallen et al. 2006). Perceived insufficient milk is 
the most common reason cited for the early supplementation and/or discontinuation of 
breast-feeding across cultural, socio-economic, rural, and urban settings (Arora et al. 
2000; McCann et al. 2007). Often, perceived insufficient milk is connected with a delayed 
onset in breast-feeding, insufficient contact between mothers and infants, and infant 
crying behaviours (Moore et al. 2009). Kordy’s et al. (1992) survey conducted in Saudi 
Arabia, included 476 mothers with children under the age of three years. The most 
common reason in this study for terminating breast-feeding during the first years was 
insufficient milk (30.9%). A survey of 21,507 children between 1-5 years of age and of 
infants less than one year of age carried out by Al-Jassir 2004 in Riyadh, found that 
98.9% of children were breast-fed during the first week after birth. About 52.7% of these 
infants continued to breast-feed for more than 6 months, 30.8% for more than 12 months 
and 18.8% for more than 24 months. The main reason for bottle-feeding most often 
stated was not enough milk (66.1 % of the participants).
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Al-Jassir (2006) also conducted a cross-sectional study in different, regions of the 
kingdom of Saudi Arabia. 4,872 mothers participated in the survey, of which 81.5% were 
Saudi nationals. Around half of the mothers (48.3%) stated “not enough milk” as a 
reason for discontinuation of breast-feeding. Similar findings were also found in Saudi 
Arabia eleven years earlier by Al-Shehri (1995),. where 40% stated that one of the 
reasons for breast-feeding termination was scant milk production. There are slight 
elevations between the numbers of mothers who use the statement “not having enough 
milk” as the reason for introduction of bottle-feeding during the last ten years. No study 
explored further if the mothers actually did have no milk or scant milk, because this issue 
is difficult to investigate. In addition, unfortunately, in these studies, a mother's 
confidence in her ability to breast-feed was not theoretically defined or measured directly.
It has been noticed that breast-feeding initiation and duration are affected by 
personal characteristics, socio-economic status, attitudes, and intra-personal 
characteristics. It is well documented that social and professional support also plays an 
important factor.
3.2.4. Sources of support
The protection, promotion and support of breast-feeding have become one of the 
main international priorities highlighted in the Global Strategy for Infant and Young Child 
Feeding (WHO 2003: 12). Within the global strategy, it is stated that:
“Mothers should have access to skilled support to help them initiate and sustain 
appropriate feeding practices, and to prevent difficulties and overcome them when they 
occur. Knowledgeable health workers are well placed to provide this support, which 
should be a routine part not only of regular prenatal, delivery and postnatal care but also 
o f services provided for the weli baby and sick child.”
Several factors may influence the initiation and sustainability of breast-feeding. 
Dennis (2002) found that a major factor for early cessation was the perceived difficulty 
with breast-feeding. Another study found that women who did not receive sufficient 
information about breast-feeding and those who perceived they had problems 
establishing breast-feeding were less likely to breast-feed exclusively at 6-10 weeks 
postpartum, (McLeod & Pullon 2002). Breast-feeding women, especially new mothers 
need a lot of support during the feeding process, as highlighted by several studies from 
the UK, China, USA, and Canada (Stewart-Knox at al. 2003; Kuan 1999; Lewallen at al. 
2006; Abada at al. 2000). Several sources are engaged in supporting women with 
breast-feeding. Firstly, formal sources of support including health care systems, health
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care professionals, such as midwives, maternal nurses and child health nurses and 
medical doctors. Secondly, an informal source of support include husbands/partners, 
infant’s grandmothers and friends.
Women who breast-feed carry out learned behaviours, which may at time be affected 
by lack of exposure to other breast-feeding mothers, low levels of education as well as 
lack of support from their community. Lack of support for breast-feeding mothers is an 
important contributory factor to shorter duration of breast-feeding (Bernaix 2000). Skilled 
support, pro-actively offered to women who want to breast-feed, can increase the 
duration of breast-feeding (Hall & Renfrew 2005).
Formal sources of support
Routing care in hospitals and policy may influence early failure to maintain breast­
feeding. The attitudes and policies promoted by medical institutions and health care 
systems have been found to influence a woman’s breast-feeding behaviours (Raj & 
Plichta 1998). It was found in the literature that rooming-in, supplementary feeding and 
early hospital discharge were positively associated with initiation and continuation of 
breast-feeding. Furthermore, mothers who delivered in maternity units holding the Baby 
Friendly full accreditation award were 10% more likely to start breast-feeding than others 
(Bartington et al. 2006; Kilani 1999).
Rooming-in was one of the ten steps for successful breastfeeding. Step seven 
“practice rooming - in - allow mothers and infants to remain together 24 hours a day”. 
Guldan et al. f1995), reported that although knowledge on infant feeding was similar 
between Chinese mothers whose infants were roomed-in after delivery and those whose 
weren’t, the roomed-in infant tended to be breast-feed earlier and to be given breast-milk 
as their first food. These mothers also tended to continue to breast-feed even when 
breast-milk was perceived to be inadequate. Furthermore, roomed-in infants were more 
likely to receive colostrum and to be exclusively breast-fed for longer. The Guldan et al. 
H995) study seems important, as prolonged and early contact after birth between 
mothers and their infants may give mothers more self-confidence and increase the 
probability of seeking help from health professionals during hospital stay. Rooming-in the 
baby reduces both equipment and staff costs, and helps establish and maintain breast­
feeding as well as facilitating the bonding process (WHO/UNISEF 1998).
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The maternal bond with the infant usually begins to develop during pregnancy with 
the mother normally adapting her daily life to suit the needs of the developing embryo. 
Beginning around 18 to 25 weeks, the mother also can feel the fetus moving, which can 
enhance bonding, as can seeing her baby during an ultrasound scan. The developing 
fetus hears the mother's heartbeat and voice and may respond to touch or,movement. 
By the seventh month of pregnancy, two-thirds of women report a strong maternal bond 
(Winkler 2000). Production of oxytocin during lactation increases parasympathetic 
activity, thus reducing anxiety and theoretically fostering bonding. It is generally 
understood that maternal oxytocin circulation can predispose women to form bonds and 
show bonding behaviours. Breast-feeding is also strongly believed to foster the early 
post-partum maternal bond, via touch, response, and mutual gazing (Else-Quest et al. 
2003; Jansen ef a/. 2008).
Health professionals provide professional support to mothers, during pregnancy and 
after delivery. This support may include counselling, encouragement and management of 
any lactation problems. Mothers with little experience of breast-feeding are often not sure 
about initiation of breast-feeding and how long they will continue to breast-feed. 
Therefore, the health professional has been identified as a major barrier-breaker to 
breast-feeding initiation and duration, especially among mothers with first baby. The 
majority of women in Hoddinott and Pill’s (2000) study waited for the health professional 
to be pro-active and offer support for both breast and bottle-feeding. Women in this study 
preferred .supporting, words and facilitation with their, decision-making, rather than being 
advised what to do and how.
Any interaction between a health professional and a breast-feeding woman will be 
influenced by the practitioner’s attitudes, knowledge and skills, (Hoddinott & Pill 1999). In 
a descriptive study by Lewallen et al. (2006), 399 mothers intending to breast-feed for at 
least 8 weeks were interviewed in their postpartum hospital rooms after healthy term 
births in south-eastern USA. Almost all women (92%) received help with breast-feeding 
in the hospital and slightly more than half (54.8%) received help after returning home. 
About 68% of the mothers were still breast-feeding and 37% were supplementing the 
breast-feeding with “formula” milk feeding at 8 weeks postpartum. Of those women who 
stopped breast-feeding by or before 8 weeks, the most common reason was insufficient 
milk supply (34.7%). Other reasons included painful nipples/latch problems, personal 
reasons, return to work/school, and drugs/illness of mother or baby (24.7%, 15.7%, 
13.2% and 12.3% respectively). Lewallen et al.’s (2006) findings are logical because
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most of the reasons that mothers mentioned can be managed by nursing and lactation 
consultant intervention. Professional support can help a mother and her baby start with 
latch and positioning of the infant, counselling of women, the return to work/school as 
well as addressing any other concerns of the women and their families may have.
However, although health professionals may positively influence the practice of 
women breast-feeding, (Kuan 1999; Abada et al. 2001), they can also be an unhelpful 
and negative source of support when they provide women with inconsistent, inaccurate 
or inadequate information and recommendations (Humenick 1998). Some studies have 
identified a significant knowledge deficit about breast-feeding amongst health 
professionals (Bernaix 2000; Hall Moran et al. 2000). It is clear from Bernaix’s 2000 
study that the best predictor of supportive behaviour amongst health professionals was 
their knowledge of breast-feeding. Research conducted in the United Kingdom has 
shown that midwives improved their knowledge, attitudes and support skills after 
attending the 20-hour WHO/UNICEF breast-feeding management course (Hall Moran et 
al. 2000; Hall Moran et al. 2005). Evidence to support the effectiveness of professional 
health knowledge, attitudes and interventions to increase rate of breast-feeding initiation 
and duration is limited in Saudi Arabia.
In addition to professional network support, informal or social support includes 
emotional, tangible and educational components from informal social network members 
such as the male partner, their mothers other family members or/friends. These groups 
hâve been regularly identified as the primary sources of support in initiation and 
maintenance of breast-feeding (Raj & Olichta 1998; Kong 2004; Stewart-Knox 2003; 
Hoddinott & Pill 2000; Kuan 1999).
Informal source of support
Husbands/partners, family members and female friends have been regularly 
identified as the crucial source of support in the initiation and maintenance of breast­
feeding. There is evidence that fathers can also influence the choice of feeding method 
and feeding duration (Kong 2004; Stewart-Knox 2003; Hoddinott & Bill 2000; Kuan 
1999). Important factors that influenced mothers' first infant feeding intention, (Kong
2004) were mothers own decision 53.5%, followed by husband’s advice 9.6%. The 
husband’s opinion was ranked as the second most important factor influencing the 
mother’s decision and the majority of mothers agreed that encouragement and support
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from their husbands was important. This is a normal feeling for first time mothers 
because they have no previous experience and may not have any family members near 
to help them. Most of the fathers (42.2%) in this study preferred breast-feeding and only 
14.3% preferred bottle-feeding. This study was conducted in 17 hospitals in Hong Kong, 
and the findings should not be ignored as the father’s role has not often been 
investigated, but seems to be a crucial factor. However, the time period of the study was 
too short for the mother to detect whether the fathers were an important source of 
support. In addition, it was not clear why the infant’s father preferred his wife/partner to 
breast-feed.
Similarly, in a US study by Kuan (1999), 97% of the infant father’s were reported by 
the mothers to be supportive in the decision making process of whether to breast-feed. 
34.7% of mothers were more likely to call or visit family and friends with concerns about 
breast-feeding then other possible sources of support. This may be because the infant’s 
father cares about the type of feeding that their infant should receive, but has no 
experience with solving problems that might arise during the feeding process. This is why 
it is important to involve fathers in antenatal breast-feeding education. Fathers of breast­
fed babies held more positive attitudes towards breast-feeding than fathers of bottle-fed 
babies (Shaker et al. 2004). Although mothers and fathers’ attitudes were strongly 
related irrespective of feeding method, mothers cared about the fathers’ opinion on 
breast-feeding, which makes the fathers’ role important (Scott et al. 2004; Kong 2004).
Moreover, Hoddinott and Pill (2000), conducted a study in three general practices in 
an inner-London borough; data were obtained about infant feeding and source of support 
during the first 10-14 days and at three months after delivery. The main source of 
support was found to be the father of the baby, the maternal mother, or other relative or 
friends (70.8%, 43.6% & 66.7% respectively). As previously mentioned, the main source 
of support was the infant’s father, whereas in other cultures such as in Saudi Arabia, the 
main source of support is a relative, especially the maternal mother. From my experience 
and observations, the extended family, still exists in Saudi communities, where most 
families live in the same city or in one compound, if the family is rich. After delivery, the 
mother moves with her infant and other children to her main family house for about forty 
days. During this time, she does nothing except eat healthy food, rest, feed her baby and 
welcome visitors. The maternal mother and sisters will care for her infant and other 
children during this time. Sometimes a bottle of milk is given during the to allow the 
mother to sleep. In addition, Islamic roles give the husband complete financial
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responsibility. The father is the one to pay the mother’s cost of living, as she will be fully 
engaged in nursing their child as discussed in study 2 (see 8.5.7.2; 9.3.1.4.). According 
to Islam, parents should always support each other even if they are separated or 
divorced, for the sake of the child’s future (see 2.2).
Again, the source of support mothers receive was examined in 399 women in South­
eastern USA, who intended to breast-feed for at least 8 weeks postpartum (Lewallen
2005). The mothers were asked to determine the source of support she received during 
this period. The majority of mothers (80.2%, n=167) reported receiving help from a 
lactation consultant. The family and home care nurse were the next most frequent 
sources of support (feedback from 21 and 20 mothers respectively). Help with household 
tasks and attitudes of friends and relatives toward breast-feeding were related to breast­
feeding duration (Paine & Dorea 2001). It is important to realise that the relative influence 
of various social support members differs between cultures. In a multi-cultural study 
including white non-Hispanic, African-American and Hispanic women, the intention to 
breast-feed an infant was positively associated with male partner support for white non- 
Hispanic women, while for African-American women, a girlfriend was important, and for 
Hispanic women, the grandmother was the most influential factor (Raj & Plichta 1998).
In summary, international studies have identified certain factors that affect breast­
feeding initiation and duration. Some of these factors are related to the infant, such as 
low birth weight or foetal abnormalities, while others such as maternal age, parity, 
knowledge and level of education, employment, source of support and confidence are 
related to the mother. Maternal prenatal intention, decision and attitudes toward breast­
feeding are also important even after a decision to breast-feed has been made. Many 
mothers for instance fail to reach their own breast-feeding goals, are discouraged by 
routine care in hospitals and policy followed in health care systems. Moreover, it seems 
important for health providers to understand the contributing factors for initiation and 
duration of breast-feeding, to enable them to find a solution to enhance breast-feeding 
and solve the problems. The low prevalence and short duration of breast-feeding 
internationally and in Saudi Arabia in various studies has highlighted the need for more 
investigation. Saudi Arabian studies have been conducted mostly in the middle or 
western regions of the kingdom with an insufficient number of published studies on the 
feeding practices among women in the eastern province.
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3.2.5. Problems during breast-feeding initiation
A mother who experience sore nipples may dread feeding and feel discouraged with 
breast-feeding. The mother can face a lot of pain during breast-feeding initiation if she 
experiences nipple cracking and bleeding. There has been disagreement between 
experts on how much nipple discomfort is considered normal at first. From one end of the 
field, Canadian physicians and British midwifes, believe that it is normal for women to 
have a small amount of nipple soreness during the first few sucks of each feed in the first 
few days of breast-feeding initiation (Newman & Pitman 2006 :122). At the other end of 
the field, an Australian author/breast-feeding advocate considers nipple soreness as 
normal in the first two weeks (Minchin 1998:130). The US Lactation Consultant; Riordan, 
believes that the experience of nipple soreness is likely to be in-between the two 
previous scenarios and considers nipple soreness to be normal in the first week but not 
when in excess of six days (Riordan 2005). It is important to mention that many of the 
studies draw attention to this problem and addressing the effect of positioning and latch- 
on is the most important factor in breast-feeding comfort (Kronborg & Vaeth 2009; 
Franca et al. 2008; Morland-Schultz & Hill 2005; Weigert et al. 2005).
If nipple soreness continues longer than two weeks combined with cracked or 
bleeding nipples, this indicates that the nipple has been traumatised and treatment is 
needed (Riordan 2005). Taking a good history from the mother will help to diagnose the 
cause of the problem and solve it. For example, soreness at the beginning of feeding, but 
not after the milk begins to flow, means the mother’s latch-on technique may need to be 
checked and improved. While soreness during the entire nursing process could be a 
positioning and latch-on problem, a sucking problem with the baby or the soreness may 
be caused by thrush, especially if the mother describes the pain as burning or itching 
(Riordan 2009). Inappropriate latch-on technique and poor positioning are the most 
important factors causing nipples soreness. If this problem is not treated it might lead to 
infection in the nipples and then to the breast. Furthermore, breast engorgement can 
cause nipple soreness because the baby cannot latch-on properly due to the fullness of 
the breasts (Riordan 2009). Additionally, soreness of the nipples and difficulty with the 
latch on technique are the main reasons reported in many studies for switching to 
“formula” milk feeding (Sheehan et al. 2001 ; smith 2010; Weigert et al. 2005).
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3.3. Summary:
Gaps in the literature:
The research presented in the section above, gave an overview of the current 
theories on the reasons why mothers choose to breast-feed and continue to do so. 
However, several gaps in knowledge and understanding have been recognised, as well 
as gaps in the methodology used. This section below summarises these deficiencies.
3.3.1 Gaps in knowiedge and understanding
There is strong support for the role of breast-feeding intention in determining breast­
feeding rates. Despite this, little is known about how the mothers’ intentions to breast­
feed are related to the duration of breast-feeding. A lack of social support networks for 
the mother who chooses to breast-feed, has been recognised both internationally and 
particularly in Saudi Arabia. It is not clear whether breast-feeding cessation in Saudi 
Arabia has occurred because of factors related to education and/or to Islamic teaching. 
In addition, support for breast-feeding in most Saudi Arabian studies did not identify the 
role of the husband. Moreover, insufficient studies have been conducted on Saudi 
mothers who are at increased risk of early cessation of breast-feeding. There are also 
few studies meeting the selection criteria, which examine psychological factors 
associated with breast-feeding, such as mothers’ self-esteem and self-efficacy.
3.3.2 Gaps in methodoiogy.
Both qualitative and quantitative methods were used in the above-mentioned 
research to study breast-feeding practices. These methods included survey research, 
experimental research, evaluation and performance measurement, case studies, 
ethnography, phenomenology and grounded theory among others. Quantitative research 
has been the main method used in most of the studies conducted in Saudi Arabia. Such 
approaches meant that the researchers were not able to probe deeply to understand the 
problems or had not studied these phenomena in sufficient depth, whereas most of the 
studies carried out in other countries had used a mixed methodology. Donath and Amir 
(2003) provide us with significant evidence of the strong link between motl^ers’ prenatal 
plans for breast-feeding duration and actual breast-feeding duration. Several previous 
investigations have examined demographic predictors that are in some way related to 
outcomes. It is instinctively reasonable, and has now been verified as effective in
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practice, to predict outcome by directly questioning mothers about their plans. This 
implies the importance of early intervention in the promotion of breast-feeding.
3.4. statement of the research problem
Research aims;
■ To assess the influence of maternal breast-feeding intentions on the actual 
practice and at the same time provide the opportunity to validate the Modified 
Iowa Infant Feeding Attitude Scale (MIIFAS, Appendix 10) in the Saudi 
community. To date there has been no validation of this instrument among 
Saudi Arabian mothers published elsewhere. The permission to use 11 FAS 
was obtained from the author.
■ To explore the main factors which affect mothers’ decision making towards 
breast-feeding in Saudi Arabia.
Research objectives;
■ To determine the degree to which the infant-feeding attitudes of mothers 
relate to the uptake of breast-feeding.
■ To compare the intention of Saudi mothers with their attitudes towards infant 
feeding.
■ To compare the infant-feeding attitudes of mothers who breast-fed their 
infants with those of mothers who practised other types of infant feeding.
■ To explore the factors which influence the attendance of antenatal clinics by 
Saudi mothers on the choice of infant feeding methods.
Research Questions; The research questions to achieve the objectives are as follows;
1. What attitudes do Saudi women attending antenatal clinics in Saudi Arabia 
have towards infant feeding methods? .
2. What are the differences and similarities between mothers who choose to 
breast-feed with mothers who choose other types of feeding?
3. What are the sources of information that women have on infant feeding 
methods?
4. What are the reasons behind Saudi mothers not opting to breast-feed?
5. What are the factors affecting mothers’ choices of infant feeding method? Are 
these factors similar to the ones in the literature? If they are different, what 
are these differences?
Research null hypothesis for study 1 ; There will be no difference in prenatal attitudes 
towards breast-feeding between mothers who breast-feed their infants and mothers who 
do not.
Chapter conclusion;
In conclusion, this chapter provides an analysis of some of the factors that influence 
a mother’s choice towards infant feeding These factors appear as themes throughout the
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thesis. In addition, this chapter highlights the gaps in the literature and provides the 
statement of the research problem, the aims and objectives for study 1 and study 2, and 
the research hypothesis for study 1.
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Chapter 4: Research methodologies and 
methods
This chapter presents the research aims, objectives, research questions 
methodology and methods used for study 1 and study 2. Herein, a critical evaluation of 
the accepted methodology, as well as the methods used in this research is given. The 
case is made for the use of combined methodologies to help shed light on infant feeding 
practices in Saudi Arabia, A research philosophy is an idea about the way of gathering, 
analysing and using data about a phenomenon. There are broadly two main research 
philosophies that have been recognised in the Western tradition of science, namely; the 
positivist paradigm (see section 4.2.1) and the interpretivist paradigm (see section 4.3.1) 
(Vivar et al. 2007; Polit & Beck 2006; Eakin & Mykhalovskiy 2003).
In order to study the phenomenon more holistically^°, a combined research 
methodology was used in current research. This was due to concern that if quantitative 
research methods were used in isolation this study would simply repeat what the 
previous studies had done n Saudi Arabia (see section 3.3.2). Additionally, previous 
research studies have shown that the interpretivist paradigm that deals with people's 
feelings and experiences is more suited to exploring how people structure and interpret 
their lives. The use of qualitative methods can be justified by “ their potential to discover 
new areas; to ideritify patterns, to reveal and explain complicity and to develop, construct 
and test concepts/theories” (Peters et al. 2003:1057). Combining qualitative and 
quantitative research methodologies can also provide explanations for unexpected or 
unexplained phenomena (Kruger 2003).
Therefore, it was decided to utilise a qualitative research method to ensure a greater 
understanding of mothers’ perspectives, beliefs and attitudes to various aspects of infant 
feeding practices. The methodology of this research is based on a panel study approach 
(where the data is collected over eight months, see section 4.2.3) using both quantitative 
and qualitative research designs. This method should enable the investigation of the 
attitudes of Saudi women attending antenatal clinics towards breast-feeding, and the 
main factors that affect their choice.
Concerned with wholes rather than analysis or separation into parts. On line available from 
httD://www.thefreedictionarv.com/holisticallv
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4.1. Mixed methods research
According to Williams (1998), two terms are used to describe the main research 
approaches to social research; these are quantitative (other terms used are functionalist, 
objectivist or positivist) and qualitative (other terms used are subjectivist or interpretivist). 
Qualitative and quantitative approaches are based on different paradigms. The term 
paradigm was discussed in philosophy of science by Thomas Kuhn (1962). A paradigm 
is defined as a set of assumption or beliefs about the nature of reality and how to go 
about obtaining values or knowledge. A paradigm has its own philosophical, ontological, 
epistemological and methodological assumptions (Burrell and Morgan 1977 cited in 
Becker et al. 2005). Each of these paradigms is discussed separately in the coming 
sections.
Ross (2009:4) defined ontology as “a stance toward the nature of reality”. To the 
positivist, the social world is one that is “tangible, real and that exists independently to 
individual descriptions” (Williams 1998 cited on line). However, the interpretivist views 
the social world as constructed in terms of “names, labels and concepts” \.hai are applied 
to form the reality (Williams 1998 cited on line). Epistemology is “how the researcher 
knows what she/he knows” (Ross 2009:4). The interpretivist argues that social world is 
“relativistic by its nature and can be understood only from the inside, from the 
perspective of those involved in studied activities". Whereas, the positivist “looks for 
cumulative, objective knowledge by studying regularities and causal relationships as in 
naft/ra/sc/ences” (Oksman 2007:5; Appendix 27).
It is increasingly accepted in human science research to combine both quantitative 
and qualitative approaches (Creswell 2009). Johnson and Onwuegbuzie (2004) 
proposed that combining methods or using methodological pluralism can frequently 
result in superior research. However, the research community often claims that different 
methods arise in different paradigms, which are opposites philosophically. For example, 
Gill and Johnson (1997) suggest that positivist science tends to regard the “researchers 
as the sole possessor of knowledge” (Gill & Johnson 1997:75). Qualitative research, on 
the other hand, operates from a different philosophical viewpoint. Johnson & 
Onwuegbuzie (2004:14) said “one professing the superiority of deep, rich observational 
data” (qualitative research) and the other the virtues of ‘hard, generallzable data” 
(quantitative research). In the qualitative, the researcher is an integral part of the 
research process who seeks to understand and reconstruct the experience under
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investigation, recognizing that knowledge is dynamic and emergent, and never complete 
(Denzin and Lincoln 1998). Whereas in quantitative research (the positivist paradigm) 
researcher involvement is low and acts as an “independent observer” (Williams 1998). 
The qualitative research (interpretivist paradigm) allows for a more inductive method ( 
see figure 2) According to Trochim (2006 accessed on line) inductive method as;
“Moving from specific observations to broader generalizations and theories. In inductive 
reasoning, we begin with specific observations and measures, begin to detect patterns 
and regularities, formulate some tentative hypotheses that we can explore, and finally end 
up developing some general conclusions or theories” s e e  f i g u r e  2 .
On the other hand quantitative research has dependent and an independent 
variables to work with (4.2.1) and this approach allows for a deductive method (figure 3). 
Trochim (2006 accessed on line) defined deductive method as:
“Works from the more general to the more specific. Sometimes this is informally called a 
"top-down" approach. We might begin with thinking up a t h e o r y  about our topic of interest. 
We then narrow that down into more specific h y p o t h e s e s  that we can test. We narrow 
down even further when we collect o b s e r v a t i o n s  to address the hypotheses. This 
ultimately leads us to be able to test the hypotheses with specific data — a c o n f i r m a t i o n  
(or not) of our original theory” s e e  f i g u r e  3
Theory
Tentative
hypothesis
Pattern
Observation
Figure 2: W hat inductive methodology means (Trochim 2006)
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Theory
Hypothesis
Observation
Confirmation
Figure 3: What deductive methodology means (Trochim 2006)
However, although quantitative and qualitative methods have been viewed as 
opposites, authors now argue that one method alone cannot offer a sufficient basis for 
explanation (Kelle 2001). Researchers also stress that both quantitative and qualitative 
research are important and useful in different ways (Johnson and Onwuegbuzie 
2004:14). Moran-Ellis et al. (2006) propose that mixed methods yield different results that 
reflect different aspects of a phenomenon. In using a mixed methodology, researchers 
do however need to be aware of the complexity of paradigms.
The reason of selecting both paradigms, for the first study was to provide a complete 
picture about the sample and to identify gaps in the results. This approach was also 
useful to propose the further investigations covered in study 2. The interpretivist 
paradigm was discussed in section 4.3.1 and the positivist paradigm is discussed in the 
following section.
4.2. Study 1
Methodology and methods of the quantitative stage
4.2.1. Positivist paradigm
A quantitative study is defined more easily as the collection of numerical and 
statistical data (Harvey 2002).The objectivity and accuracy of the quantitative research 
results are due to the use of standardised methods. Quantitative methods allow for a
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broader study, involving a greater number of subjects, and enable the results to be 
generalized. Prescribed procedures such as T-tests and Cronbach’s Alpha are employed 
to ensure validity and reliability (Eldabi et al. 2002). A quantitative paradigm is based on 
positivism and Berg (2001:10) clearly identified quantitative research as a positivist 
approach:
"Positivists utilize empirical methodologies borrowed from the natural sciences to 
investigate phenomena. Quantitative strategies serve this positive-science ideal by 
providing rigorous, reliable, and verifiably large aggregates of data and the statistical 
testing of empirical hypotheses”
Positivists think that reality is steady and can be viewed and explained from an 
objective viewpoint (Breakwell et al. 2006:8-16; Holloway & Wheeler 2002:3-6). 
Positivists believe that it is possible to understand a phenomenon when it is measurable 
and observable. These observable facts can be described in a logical way, providing that 
enough is known about all the complications of the condition. A set of characteristics 
form the basis of the scientific method and have led to many advances in science and 
technology. The main assumptions are: objectivity, deductiveness, reliability, simplicity, 
numbers and generality; which are the main characteristics associated with quantitative 
research (Walliman 2004:53-54). Quantitative research as defined by Burns & Grove 
(2001:30) is:
"A systematic process of obtaining formal objective data to describe the variables and 
their relationships. Quantitative research uses structured tools to generate numerical data 
................and uses etatistics.to interpret,.organize and.represent.the.collected data”.  ................
The aim in quantitative research is to find out about the relationship between two 
variables in a population. Quantitative research designs are either experimental and 
establish causality (subjects measured before and after a treatment) or non- 
experimental. The non-experimental subjects are usually observed/measured once 
making the study only powerful enough to establish associations between variables 
(Trochim 2006).
Independent variables are the assumed cause of one or more dependent variables. 
Dependent variables are the presumed effect or outcome. For example, in smoking and 
lung cancer, smoking is the independent variable and lung cancer is the dependent 
variable. Some independent variables are attribute variables, which cannot be changed; 
e.g. gender, education level, and socio-economic status, while smoking is independent 
variable, which can be adjusted(Johnson 2001; Polit and Beck 2006). Quantitative 
research is an investigation into an identified problem, based on testing theories and
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hypotheses. Therefore, quantitative research is deductive (see section 4.1 and figure 3). 
Quantitative data are numbers, analysed using appropriate statistical techniques. The 
researcher is expected to do these things in a detached, objective way to avoid 
introducing bias (Polit and Beck 2006). The positivist builds up from a theoretical 
viewpoint and a hypothesis is often, though not always, established before the research 
is conducted (Holloway & Wheeler 2006:4-5). Quantitative research is built upon the 
positivist paradigm, and is perceived as the scientific approach within reach by 
employing general strategies of methods such as surveys (Polit & Beck 2006).
4.2.2. Critical evaluation of positivism
One of the criticisms of positivism is that there is bias in the design of the tool or the 
manipulation of the data as claimed by Kruger (2003), which fails to either eliminate bias 
or does not acknowledge the bias of the question, the design of the test in other words, 
the researcher. Quantitative methods can be "quite complex and require considerable 
investment for proper understanding and use” Kruger (2003:18). Kruger (2003:18) also 
warns that people could "tune out elaborate statistics, creating difficulties in the utilization 
of the products of research”. Some types of bias can be eliminated by using appropriate 
sampling methods (randomised action) and by collecting information by using the same 
tool and method each time.
Kruger (2003) discusses how it can be ‘difficult to get the real meaning of an issue 
by looking at numbers’. Additionally, the results claim to be generalisable (Eldabi- et al. 
2002), yet again, this is problematic as the majority of positivist studies (pre-clinical trials, 
RCTs) are animal studies, which are then generalized to the wider human populations. 
Draper (2004) mentioned that quantitative methods are ideally suited for finding out who, 
what, when, and where, but that they are inappropriate for the collection of behavioural 
data such as the main factors that lead mothers in Saudi Arabia not to breast-feed. 
Additionally, the researcher is not able to gain a whole picture of such a phenomenon 
and therefore may get the wrong impression about it. The investigator is never sure that 
the respondent is giving a true insight to the phenomenon under study (Eldabi et al. 
2002). The following section will discuss surveys as the method of choice used in this 
study and the advantages and disadvantages of this method.
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4.2.3. Surveys.
A survey was designed in this study to obtain information about the attitudes of Saudi 
women towards breast-feeding and to find out about their intentions and actual 
behaviour. Demographic features for women were also obtained, to find out the inter­
relationship of variables within the sample. It is claimed by Polit & Beck (2006) that using 
questionnaires is one of the most dominant forms of data collection in the social 
sciences. This is because they allow efficient data collection over broad populations, are 
amenable to self-administration, or by administration in person, by telephone, via mail or 
over the Internet. Additionally, according to Babbie (2001), the researcher can collect a 
large amount of data in a fairly short time, and surveys are easier and less expensive 
than other forms of data collection methods.
Within the survey, a co-relational research design is used to explore and discover 
relationships amongst a large number of variables within a study. As suggested by 
Zechmeister et al. (1997), co-relational research may be considered non-experimental in 
that there is no manipulation of the independent variable and no attempt to establish 
causality. A key weakness of the survey method is that it is very difficult to gain insights 
into the individual human dimension such as women’s beliefs and values that influence 
their behaviour towards breast-feeding.
Potential bias can also occur due to the self-selecting nature of participants and the 
way the survey is conducted. In addition, there is a tendency that questionnaires need to 
be explained to respondents. If the question is sensitive for the respondent, she/he may 
feel too uncomfortable to answer and may give an irrelevant or untrue response. The 
study population in Saudi Arabia, consisted of women with low literacy levels (Roudi- 
Fahimi & Morhadam 2003; see 2.4.1.).Therefore, verbal administration of the MIIFAS 
was the only way of completing the questionnaire. Rather than sending out a postal 
questionnaire, all respondents in study 1, were interviewed Interviewing can be more 
time consuming compared to administering a written questionnaire (Kumar 1999). 
However, in this study interviewing women was less time consuming, especially since 
interviewing was conducted in health centres where potential respondents come to 
access a service. Moreover, more than one interviewer was used to help in completing 
the questionnaire. This may have varied the quality of the information obtained from 
respondents due to each interviewer having his/her own style of interaction, skills and 
experience. To reduce variability, an interview technique training session was provided
77
Maha Al-madani
for all interviewers (6 in total) to gain familiarity with the questionnaire and standardise 
form filling. The type of survey used in this study is an analytical survey, which achieves 
more than describing certain phenomena or gathering information. The intention is to 
highlight a specific problem through focused data analysis, by looking at the effect of one 
set of variables upon another set. For example, what effect a mother’s demographic data 
(such as age or education or number of pregnancies) has on her attitudes towards 
breast-feeding. In a longitudinal study, data are collected at more than one point in time 
from the same sample on each occasion. As claimed by Kumar (1996:98) and Polit & 
Beck (2008:209), these types of studies are called “panel studies”. Trend, cohort and 
panel studies are all the same except that “panel studies are longitudinal and prospective 
in nature and collect information from the same respondents” {Kumar 1996:98). While 
the information in trend and cohort studies can be collected in a cross-sectional manner 
and be retrospective in nature, “panel studies” can provide the researcher with more 
information than trend or cohort studies because the researcher is able to examine the 
pattern of changes and reasons for the changes. However, one of the most important 
disadvantages in panel studies is the potential loss of respondents (subject attrition).This 
may cause potential bias in terms of the accuracy of the results may reduce the capacity 
for generalisation of the findings (Polit & Beck 2006). The survey used in this study was 
carried out in two phases as described below:
Phase I of Study 1 :
This phase involved conducting a survey using MIIFAS (Appendix 10) oh all Saudi 
pregnant women in their third trimester attending antenatal clinics. This modified tool was 
tested for its reliability and validity during this phase in Saudi Arabia (section 5.2.1.). 
Demographic information about the participants was also recorded in this phase. The 
main aim of this stage of the research was to adapt a tool, which measures mothers’ 
attitudes in Saudi Arabia based on 11 FAS, and to evaluate the relationship between 
mothers’ intention to breast-feed and their attitudes towards breast-feeding.
Phase II Of Study 1:
After 6 months, study participants were followed up by telephone (Appendix 11). The 
purpose of this follow-up was firstly, to complete the same MIIFAS tool in order correlate 
attitudes of mothers during pregnancy and after feeding their infants. The second 
purpose was to correlate mothers’ attitudes to actual breast-feeding behaviour by using 
the same MIIFAS scale to measure mothers’ attitudes after delivery, and by asking
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mothers how they were feeding their babies and for how long. The data were categorised 
as follows:
a. Breast-feeding; infants receive only breast-milk including expressed milk.
b. Combined feeding; infants receive breast-milk and regular bottle-feed with baby 
“formula” m\\k.
c. Bottle-feeding; infants receive "formu/a” milk from a bottle.
d. Wet nurse.
4.2.4. Theoretical background
Some research studies have examined the factors influencing breast-feeding 
initiation and duration by using psychosocial theories. These theories hypothesise the 
strong relationship between internal psychological and external socio-environmental 
influences in women’s infant feeding behaviour (Swanson et al. 2005; Wambach 2005). 
These.studies claim that positive intention, attitudes and beliefs and increased social 
support are associated with increased breast-feeding duration.
The Theory of Reasoned Action (TRA) by Ajzen and Madden (1986) and its 
expansion into the Theory of Planned Behaviour (TPB) Ajzen (1988) and Ajzen & 
Fishbein (2005) have been used as theoretical frameworks in breast-feeding research for 
the last 20 years. Ajzen and Fishbein formulated the TRA in 1980, after trying to estimate 
the difference between attitude and behaviour. The TRA was related to intended 
behaviour. Later when behaviour appeared not to be 100% voluntary and under control, 
TRA was expanded. Perceived behavioural control (général péfcéptioh about having 
sufficient control to implement the target behaviour) and control beliefs (perceptions 
about being able to manage specific factors necessary for performance of the target 
behaviour) were added in the predictive scheme for intention. This resulted in the TPB, 
which predicts deliberate behaviour (Ajzen 1988; Ajzen & Madden 1986).
The TRA (Ajzen and Madden 1986) suggests that a person's behaviour is 
determined by their intention to perform the behaviour and that this intention is, in turn, a 
function of their attitude toward the behaviour and their subjective norm. Thus, the best 
predictor of behaviour is intention. Intention is the cognitive representation of a person's 
readiness to perform a given behaviour, and it is thought to be the immediate precursor 
of behaviour. This intention is determined by three things; firstly, attitude toward the 
specific behaviour; secondly, the influence of their social environment (such as relatives, 
friends or colleagues) or the so-called subjective norms, which affect and shape 
intentions, and finally by perceived behavioural control. Ajzen (2006 on line) defined
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subjective norms as a “perceived social pressure to perform or not perform a certain 
behaviour”. Perceived behavioural control is defined as " one’s belief as to the ease and 
likelihood of success In performing certain behaviour”  (Ajzen 2006 on line). The TPB 
holds that only specific attitudes toward the behaviour in question can be expected to 
predict that behaviour. To predict someone's intentions, knowing people’s beliefs can be 
as important as knowing the person’s attitudes. Finally, perceived behavioural control 
influences intentions. Perceived behavioural control refers to people's perceptions of 
their ability to perform a given behaviour. These predictors lead to intention.
As a general rule, the more favourable the attitude, the greater the subjective norm 
and the greater the perceived control the stronger the person’s intention to perform the 
behaviour. TPB is particularly relevant to the understanding of specific action-oriented 
behaviours such as breast-feeding (Ajzen 1988 pp 122-126). Donath and Amir (2003) 
provide us with significant evidence of the strong link between mothers’ prenatal plans 
for breast-feeding duration and actual breast-feeding duration. Several previous 
investigations have examined demographic predictors, which are in some way related to 
outcomes. It is instinctively reasonable, and has now been verified as effective in 
practice, to predict outcome by directly questioning mothers about their plans. This 
implies the importance of early intervention in the promotion of breast-feeding.
De la Mora et al. (1999) developed the Iowa 11 FAS as a measure of attitudes towards 
infant feeding. The scale was found to provide a reliable and valid assessment of 
maternal attitudes towards breast-feeding and artificial feeding and the scores were 
found to be predictive of feeding intention. The authors of the 11 FAS recommended that 
further studies should be undertaken to assess the validity and reliability of the scale in 
diverse samples. The TRA holds that intention is an important determinant of behaviour 
and that intention to engage in a particular behaviour is in turn influenced by an 
individual’s attitude towards the behaviour together with social expectations in executing 
the behaviour (Ajzen and Fishbein 1980). The 11 FAS predicted intention to breast-feed, 
therefore, implied that attitudes represented by the scale were probably good predictors 
of infant-feeding behaviour. The 11 FAS was also able to predict the duration of both 
exclusive and partial breast-feeding (De la Mora et al. 1999).
11 FAS is likely to be predictive not only of feeding intention but also of infant-feeding 
behaviour. This research is different in that it will consider both infant-feeding intention 
and outcome. Understanding maternal attitudes to infant feeding will enable better
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targeting of intervention to potentially increase both initiation and duration of breast­
feeding in Saudi Arabia. It is important to consider expectant mothers’ attitudes towards 
infant feeding and to determine the degree to which such attitudes impact upon feeding 
intention.
4.2.5. Research Methods of study 1 (phase I and II)
This section includes the inclusion and exclusion criteria of this study, a description of 
the research setting, the data collection tool used and the sample size calculation for 
phases I and II.
Phase I: Inclusion criteria
Inclusion criteria are “The characteristics that the respondents must have in order to 
be included in the study” (Burns & Grove 2001:367). The respondents in this study were 
all pregnant Saudi women in their third trimester. All women were considered to be 
having a normal pregnancy, with no complications or medical problems, and were 
attending one of the four randomly selected primary care centres in Al-Khobar, Saudi 
Arabia. Participants were required to give their consent to the study and be willing to be 
included.
During this first phase, all respondents in thesis were given an information sheet 
(Appendix 1) and signed in thesis the informed consent form (Appendix 2). Additionally, 
all respondents were asked to provide their téléphoné details and to give consent to be 
contacted in six months time, and state if they were willing to be interviewed. The third 
trimester was chosen as it was assumed that most women would have made a decision 
about feeding their baby at this late stage and hence would be able to explain some of 
the factors influencing their choice of feeding. In addition, the mothers’ attitudes would be 
measured again, so the timing was ideal to give some time to see if there are any 
differences between mothers’ attitudes before and after delivery.
Phase I: Exclusion criteria
In this study, the following mothers were excluded: pregnant women with medical 
problems; mothers with an abnormal foetus and non-Saudi pregnant women. It is 
significant that non-Saudi women tend to breast-feed more than Saudi women (Al-Jassir 
et al. 2006), which is why they needed to be excluded from this research cohort. Also, 
the mother should be free from any disease because according to the literature, mothers
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who had a major illness during pregnancy, those who gave birth by caesarean section, 
and those who gave birth to children with low birth weights experienced considerably 
greater risks of not initiating breast-feeding than mothers with apparently normal 
pregnancies (Bautista 1997). Maternal pain, stress and fatigue after caesarean section is 
known to reduce breast-feeding initiation, pain medication post-operation can tend to 
interfere with milk production (Dewey et al. 2001; Chezem et al. 1997). Those who gave 
birth to children with low birth weights may have difficulty in the sucking technique and 
some of these infant needs to have special care in the intensive care unit, which may 
affect a mother’s ability to initiate breast-feeding. Ksenia (2007) claimed that only one 
third of mothers who have low birth weight infants initiate breast-feeding and are more 
likely to give "formu/a” milk than human milk.
Phase I: Research setting
In phase I, the survey was conducted in four randomly selected governmental health 
centres in Al-Khobar, Saudi Arabia. These clinics were randomly selected from nine 
clinics that provide maternal & child health services. Simple random sampling was 
achieved by registering all nine clinics on separate slips of paper and drawing out four 
slips at random. The four clinics (anonymised as A,B,C, and D) selected provide various 
outpatient services such as a dentistry clinic, a well baby clinic, a general clinic and an 
antenatal clinic to communities living close by. These clinics are open to the Saudi and 
non-Saudi population from all socio-economic levels. Table 4 shows the percentage of 
. pregnant women that attend each health centre.  .................  ............  ..........
Table 4: Number of visitors to different health care centre in Al-khobar
Health centres
Statistical Data from 
Year 2006
(A) (B) (C) (D) (E) (F) (G) (H) (1)
Total of pregnant Saudi 
women visiting 
antenatal clinic
2191 
(4 %)
1320
(3.5%)
595
(3%)
146
(1%)
224
(3%)
571
(3%)
776
(3.8%)
418
(2.5%)
236
(1.5%)
Total number of visitors 
in each clinic
54692 37403 19668 149
55
7175 19618 20294 16669 16194
These clinics are homogeneous in that they are all primary health care centres in Al- 
Khobar with maternal and child health services from three to four days a week. The 
clinics are open from 7:00 am to 18:00 Saturday to Wednesday. Female general 
practitioners are the ones who see pregnant women. The health centres differ in the 
number of staff employed. For example, in health centre A, there are three to four female
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general practitioners and one antenatal nurse who are permanently employed there,as 
well as more than ten staff nurses working in different clinics. Whereas in health centre 
D, there are only two female general practitioners who are permanently employed there 
and one antenatal nurse plus one staff nurse to replace her in case of absenteeism. In 
health centre C, only one female general practitioner and one antenatal nurse is present. 
In health centre B, three to four female general practitioners and one antenatal nurse are 
employed. Further differences can be seen in clinic D; at this clinic, there are fewer 
visitors because they are eligible for private health care due to their husbands’ jobs.
Data were collected during the normal clinic day at each location. Therefore, the 
participants maintained their position in the waiting list but they were taken aside for the 
interview to complete the questionnaire by the researcher or a volunteer. All selected 
health centres were sent a letter from the regional health administrator in Al-Khobar city 
with a copy of the Saudi ministry of health ethical committee approval. This letter asked 
the health team to facilitate the research (Appendix 15). A fact sheet describing the 
purposes of the study (Appendix 1) had invited the health professional in thesis to help in 
completing the questionnaires following training. Six of the professionals who 
volunteered to help the respondents complete the questionnaire were given a training 
session bn how to ask the questions and how not to influence respondents mothers’ 
answers in thesis. Instructions were also given to allow respondent in thesis time to 
understand the question and to administer the questioning in thesis in the same way for 
each respondent to reduce bias. The health professionals in. thesis .were four .Saudi 
female physicians plus two Saudi antenatal nurses in the health centre were very 
cooperative were the ones who filled in the thesis questionnaire. In Health centres B and 
,C the antenatal nurse filled in the questionnaire, whereas in Health centre D, the general 
practitioner did so.
The principle researcher went regularly to all four health centres and collected the 
questionnaires. In the absence of the researcher, health professionals (female nurses 
and physicians) collected the questionnaires and forwarded them by post. Respondents 
who filled in the questionnaire with the health professional (antenatal nurse and/or 
general practitioners), did so after their clinic appointment. Health professionals were 
involved in collecting the data during the presence of the researcher from July until 30 
August 2007 and even after the researcher returned to the University of Surrey, they 
continued to collect the data until 22 November 2007.
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Phase I: Data collection tool
The 11 FAS consists of seventeen attitude questions (Appendix 8). However, the 
survey has been modified by removing statement seventeen and adding five questions 
suitable to the Saudi population context. These included statements on breast-feeding, 
bottle-feeding, mixed-feeding (breast-feeding and bottle-feeding) and wet nursing 
(Appendix 10). To ensure the tool was valid, it was translated into Arabic for this study to 
ensure accuracy and equivalence of meaning. An expert in translation completed the 
translation from English to Arabic. To ensure accuracy, a second person competent in 
both written languages translated the Arabic version back into English. Two qualified 
persons who were educated and have experiences in translation from English to Arabic 
language reviewed the translated questionnaire. They checked for ease of 
understanding, content and terminology (see the translated version Appendix 10a). The 
permission to use 11 FAS was obtained by e-mail from the author (Appendix 4). A pilot 
study was carried out between 6th and 14th June 2007 to test the clarity and 
understandability of the questionnaire. Ten mothers were interviewed and questionnaires 
were filled out. There were no changes to the attitudinal scale but some changes were 
made to the demographic information. For example, some questions on mothers' age at 
the time of completing the questionnaire and the number of children each mother had 
were added (Appendix 9).
In order to determine the relationship between women's demographics and their 
attitudes, demographic information about each participant was recorded (Appendix 9). 
Demographics including maternal age, parity, educational level, marital status, 
occupation of mother and father, and maternal intention of infant feeding (breast-feeding, 
bottle-feeding or undecided) were obtained. A well-designed questionnaire is critical for 
achieving the purposes of survey research. Additionally, concerns with validity^’' and 
reliability^^ must always be at the forefront of the questionnaire selection/construction 
process. For the purposes of study 1, the validity and reliability of the questionnaire used 
had already been established in the USA (Walliman 2004 1; 166-174). Although the 
questionnaire was established as valid and reliable in the USA (De la-Mora 1999) the 
same checks were necessary within a Saudi Arabian context because of the existence of 
different population culture and values.
the degree to which an instrument measures what it was intended to measure
the degree to which an instrument provides measurements that are consistent and accurate
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Phase I: Sample size calculation
A power calculation was performed to ensure the sample size was adequate to meet 
the objectives of the study. A statistician using the preliminary data analysis calculated 
the sample size. Data in Saudi Arabia shows very small variation in mean attitudes to 
breast-feeding (S.D=0.304, mean=3.659). So, in order to detect an uriderlining difference 
of 0.2 between intention to breast-feed and other intention groups, with size = 5% and 
power = 80%, 38 subjects would be needed in each group. On the bases of previous 
studies, (study one and two cited in the De la-Mora’s (1999) paper), it was deemed 
reasonable to assume that only 25% of mothers would intend to exclusively breast-feed. 
On that basis, in order to assure at least 38 mothers in the intention to exclusively breast­
feed group it was necessary to recruit at least 152 mothers.
Phase II
Phase II: Study participants.
The participants from phase I who gave permission to be contacted after six months 
were followed up by telephone. It was difficult to link the mothers to a questionnaire 
completed 4-6 months previously because, in “the well baby clinic” the mother’s family 
names are different from that of the infants' family names. In addition, it was impractical 
to use postal questionnaires and therefore, telephone follow up appeared to be the most 
appropriate method of data collection for the following reasons;
• People in Saudi Arabia have boxes in the post office and the system of 
delivering post to houses is not developed and non-existent in some 
areas.
• Mothers would face difficulties posting questionnaires back, especially as 
women are not permitted to drive.
• Women are not permitted to enter post offices in the area where the 
survey was to be conducted.
Mothers were contacted by telephone during the morning between 08:00 until noon. 
After one week, it was recognised that mothers' response rates were low during the 
morning so the time was changed to between 13:00-19:00. The response rate during the 
afternoon was higher and mothers were more cooperative. Some of the mothers, stated 
that they preferred afternoon times because during the morning they were busy with their 
children, sending them to school or preparing lunch or having an appointment at the 
health centre. A few of the mothers were sleeping in the morning. Mothers were asked 
whether they were currently exclusively breast-feeding and if they had ever breast-fed. If
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they had ever breast-fed at any time, they were asked, how old their baby was when they 
start using complementary feeding {“formula” milk). Reasons of shifting from exclusively 
breast feeding were also determined and documented.
Phase II: Data analysis
In order to process and organise the data, a database was created using SPSS 
version 14). The 11 FAS questionnaire had a scaled response format, which allowed a 
number to be assigned to each response given for each item. For each respondent, the 
numerical response provided for each item as well as descriptive data such as mothers 
age, level of education, and number of pregnancies etc. Data obtained during surveys 
were entered into the database during the data-coding phase of the study.
Within the study, the following the recommendations regarding the statistical analysis 
from Field (2005), were conducted through a progression or series of analyses using 
SPSS (version 14). During the initial phase, descriptive statistics such as Chi-square and 
frequency were used to describe and summarise the data obtained within the study. The 
second phase of analyses focused on the use of multivariate analyses to determine the 
relationship between specific items. This was conducted through the use of cross 
tabulations of nominal data between selected variables in the study. The Chi-square 
statistic was used to examine the difference between the observed frequency and the 
expected frequency of nominal data. Statistical significance was set at an alpha level of
0.05. All the different tests and results are discussed in the results.chapter.......................
4.3. Study 2
B/lethodology and methods of the qualitative stage
Results obtained from study 1 were insufficient as they only gave numeric results of 
breast-feeding intention, attitudes and choices, as discussed in chapter 5. Moreover, in 
the present study, quantitative research was not able to investigate the reasons why 
mothers who intended to breast-feed behaved differently after giving birth. This led to a 
further problem that needed enquiry; more specifically, about the actual experience of 
mothers that influenced their choices about breast-feeding. In order to study the 
phenomenon and to discuss more about the actual influences on breast-feeding, a 
combined research methodology was used. If the quantitative research methodology is 
used alone, this will repeat what the previous studies had done before in Saudi Arabia.
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Additionally previous research studies have shown that the qualitative paradigms dealing 
with people’s feelings and experiences are more suited to explore how people structure 
and interpret their lives. Combining qualitative and quantitative research methodologies 
can also provide explanations for unexpected or unexplained phenomena, (Kruger 2003)
Therefore, given the low rates of breast-feeding in the Kingdom of Saudi Arabia 
compared with previous years and the lack of published research investigating deeply 
the reasons for the low uptake of breast-feeding in this society, it was decided to use a 
qualitative research method to ensure a greater understanding of mothers’ perspectives, 
beliefs and attitudes to various aspects of infant feeding practices. For this reason the 
methodology of this research is based on a panel study proforma (where the data were 
collected over eight months, see 4.2.3) using both quantitative and qualitative research 
designs to investigate the attitude that Saudi women attending antenatal clinics have 
towards breast-feeding, and the main factors that affect their choice.
4.3.1. The interpretivist paradigm (Quaiitative)
This paradigm assumes that there are multiple interpretations of reality and that the 
goal of researchers working within this perspective is to understand how individuals 
construct their own reality within their social context.
“The goal of qualitative research is the development of concepts which help to understand 
social phenomena in natural (rather than experimental) settings, giving due emphasis to 
• • • ■ the meanings, experiences, and views of all the participants” {Pope & Mays, W 95: 44) ■ •
This chapter provides a discussion of the qualitative methods and methodology that 
was used to answer the research question, namely, why there is a low level of breast­
feeding in Saudi Arabia. In addition, the chapter presents an overview of the 
methodological background of the research and describes the methods used in data 
collection. The different issues that will be discussed are listed below:
1. Critical evaluation of qualitative methodology.
2. Theoretical framework.
3. Interpretative phenomenological analysis (IPA).
4. Theoretical foundation of interpretative phenomenological analysis.
5. Qualitative research methods used for the study.
6. Analysis of the interview data.
7. The validity and reflexivity of the qualitative research findings.
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4.3.2. Critical evaluation of quaiitative methodology
Within health promotion research, qualitative methodologies are becoming more 
accepted for focusing on, and understanding individuals’ lived experiences (Adewale
2006). As Raphael pointed out:
“The increasing popularity of qualitative methods is a result of perceived failure of 
traditional methods to provide insights into the determinants-both structural and personal- 
of whether people pursue or do not pursue health-promotion actions” (Raphael 2000:355).
The qualitative paradigm generally encourages an interpretative approach and is 
often primarily inductive in nature, seeking new generalisations from the data. It 
concentrates on specific cases and the unique features of individuals, rather than on 
broad generalisations about human behaviour (Kruger 2003). Qualitative research 
methodology has an important role within health promotion research but it is crucial to 
understand how the qualitative ‘evidence’ can be validated and inform health-promotion 
practice. In general, qualitative research begins with a general topic area, then starts to 
focus more on the area of which little is known and that is poorly understood (Polit & 
Beck 2006: 79-96; Holloway & Wheeler 2002:7-10).
Qualitative methodology makes three basic assumptions, which are: “a holistic view, 
an inductive approach and naturalistic inquiry (Rudestam & Newton 2001:35-42). It 
attempts to understand a phenomenon by in-depth study of a person, program or 
situation to obtain, more, understanding, of.the whole, picture. In a. naturalistic inquiry,, 
qualitative researchers try to understand phenomena by studying them in their naturally 
occurring status, or by interpretation of people’s beliefs and behaviours within the 
background of the participants. The inductive approach begins with specific observations 
and then moves toward the development of general patterns that generate a theory 
(Rudestam & Newton 2001:35-42; Eldabi et al. 2002).
In spite of the strengths of qualitative research methodology, there are some 
limitations, such as greater interaction with the researcher. Too much contact may be 
counter-productive in some cases as some subjects can feel uncomfortable in the 
presence of an interviewer and give answers influenced by the gender of the researcher. 
This can influence some of the answers given by the participants. Qualitative studies 
also require many types of data or a large amount of one specific data type, e.g. 
narrative data to be collected and analysed, which is time consuming. (Lindberg & Craig 
2006; Eldabi et al. 2002) (see 4.1 and figure 2).
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The technique used may influence the data analysis and the findings. Both 
quantitative and qualitative approaches can be used together as a mixed methodology, 
with one method enhancing the findings of the other one. For example, the quantitative 
approach gives a general picture about breast-feeding in Saudi Arabia and the number of 
factors affecting the process, whereas a qualitative approach explores why, and 
describes, or even better, builds theory. Each method focuses on different dimensions of 
the same phenomenon under scrutiny. Sometimes these dimensions complement one 
another and allow new insights to emerge for the researchers.
4.3.3. Theoretical background
There are many factors that influence the choice of a qualitative paradigm, these 
include the research question, the role of the researcher, the stages of the research, the 
data analysis method and the desired outcome (Roux & Barry 2009). There are many 
different approaches in the qualitative paradigm. The most common are ethnography, 
grounded theory and phenomenology, as discussed below.
Ethnography:
Ethnography is a methodology used to provide descriptions of human societies, 
which as a methodology does not prescribe any particular method e.g. observation, 
interview or questionnaire (Reeves et al. 2008). Ethnography is the branch of 
anthropology that involves trying to understand how people live, their lives. 
Anthropological researchers visit participants in their homes or in the hospitals to 
observe and listen in a non-directed way. The goal is to see people’s behaviour on their 
terms, not the researcher’s. However, one of the most common methods for collecting 
data in an ethnographic study is direct based on first-hand observations of daily 
behaviour. This method would have been impossible for this research as mothers cannot 
be observed breast-feeding their babies for 6 months.
Grounded theory:
Many qualitative approaches use grounded theory. This was an approach first 
proposed by Glaser and Strauss (1967). It is essentially an approach aimed at 
generating theory from data. This engages the researcher in inductive thinking, the main 
question it encourages the researcher to ask is “what’s going on here?”. Another 
possible question is “what is the main problem of the participants?”. In my case, I was 
attempting to understand the factors influencing Saudi women’s choice of breast or
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bottle-feeding. This is coherent with the aims of grounded theory, though the study is 
informed by other approaches also. The conclusions drawn out using grounded theory 
have the status of probability statements; insights that are open to further inquiry. This 
approach intends to generate new theory rather than to verify previously tested theory. In 
addition, the analysis of the data needs continuous interplay between data collection and 
analysis (Glaser & Strauss 1967). However, one of the main difficulties with grounded 
theory is the need to explore emerging themes for the subsequent interviews (Glaser and 
Strauss 1967). This would have been difficult because I was hoping to combine my own 
experience with the data generated from the interviews. In addition, the study was 
carried out in Saudi Arabia during a limited time period, which prevented any subsequent 
follow up and made grounded theory impossible. Grounded theory therefore was not an 
appropriate methodology for interviewing women in this instance.
Phenomenology:
Phenomenology is another theoretical approach used to research studies similar to 
study 2. This approach attempts to explore the lived experiences of the participants. 
Holloway and Wheeler (2002:170-185) state that a phenomenological study describes 
and examines the meaning of particular human lived experiences for several individuals. 
In this case, it is women’s lived experience of nursing their infants. According to Young 
(2001), the school of phenomenology began with two main philosophers, early in the 
twentieth century: Husserl (Descriptive Phenomenology) & then Heidegger (Interpretative 
phenomenology), who challenged many of Husserl’s views. This methodology been 
further developed in Interpretative Phenomenological Analysis (IPA, Smith 2008 and 
Smith et al. 2009).
Husserl (1859-1938) explained the aim of this approach as being able to discover the 
essence of a lived phenomenon. He rejected the view that empirical science alone was 
the only basis for achieving an understanding of the world, stressing the significance of 
including the ‘life world’ or lived experience. His approach was primarily descriptive and 
again the researcher needed to ‘bracket’ or ignore his or her own experiences (O’Shea & 
Kelly 2005). This means that here the researcher would need to ignore their own 
experiential and theoretical knowledge, (which is of importance in understanding the 
experiences of women) but when interviewing, or gathering phenomenological data, the
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researcher would need to stand back (bracket^and place their attention totally on the 
experience of the volunteered participants. Husserl (1931) argues that “bracketing is a 
neutralization of belief {Scot 2003 ciied on Wne).
The aim of the qualitative stage of study 2 was to understand women’s experiences 
and the main factors that influenced them to choose their type of infant feeding. 
Therefore, the approach that was used identified new mothers’ narratives within a 
framework of interpretive phenomenology. Having reviewed the literature relevant to the 
present study, an interpretive phenomenological approach seemed the most appropriate.
I selected this approach as being a Muslim Saudi mother, and qualified midwife going to 
interview a Muslim Saudi females, and having experienced breast-feeding my four 
children, I could bring a personal component to the interview. I could not deny this 
experience or promise to carry out ‘brackets out’, as is necessary when using descriptive 
approach based on the philosophy of Husserl. It was also felt that shared experience 
with the study participants could enhance the validity of the study. This creates rapport 
with mothers’ feelings, as I understand some of the difficulties that mothers can 
experience during breast-feeding and they will be more open in talking about it. My 
attitude was open and my attention was on the others lived experience, this fulfilled the 
demands of this particular phenomenological approach.
Interpretative Phenomenological Analysis (IPA)
Smith and Eatough (2003) propose that Interpretative Phenomenological Analysis 
(IPA) is a “distinctive qualitative approach” \n psychological research. It was designed to 
gain insights into how individuals perceive their experiences. Smith et al. (2009:1) 
defined Interpretative Phenomenological Analysis:
“(PA is a qualitative research approach committed to the examination of how people make 
sense of their major life experiences. IPA is phenomenological In that it is concerned with 
exploring experience in its own terms”.
Traditionally, phenomenological studies have been designed to “bracket out” the 
researchers’ preconceptions (Colaizzi 1978) using formal reflexive techniques. It has 
been argued that proper phenomenological research should also require respondents to 
engage with these reflexive techniques in order to give a more accurate representation of 
The way in which they perceive the world pre-cognitively (Caelli, 2001). Smith et al.
“Bracketing" is keeping away from “empirical data away from further investigation 
leaves pure consciousness, pure phenomena”{Husserl 1931 cited from Scott 2003)
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(1999) and Smith et al. (2009) stress that, the purpose of IPA is to attempt as far as 
possible to gain an insider’s perspective of the phenomenon being studied, whilst 
acknowledging that the researcher is the primary analytical instrument. Here the 
researcher’s beliefs are not seen as biases to be eliminated, but rather as being 
necessary for making sense of the experiences of other individuals. Such a view fits 
within a Heideggerian or interpretive approach.
Reflexivity is viewed as a non-compulsory tool, enabling the researcher to formally 
acknowledge his or her interpretative role, rather than as an essential technique for 
removing bias. The Husserlian view is that analysis cannot be both interpretative and 
phenomenological. However, it is important to understand that phenomenological 
thought has been developed in a variety of different ways. For example, in 1927, 
Heidegger (1962) stressed the importance of ‘being in the world’ and, hence, the 
inevitability of the world being perceived through the lens of one’s historical context and 
socio-cultural background. Gadamer (1976), too, presented the past as productive, 
shaping the interpreter’s present understanding. Additionally, IPA is the only research 
approach trying to make obvious ideas from both hermeneutics and phenomenology. IPA 
is phenomenological because it focuses in the uniqueness of the individual thoughts and 
perceptions rather than trying to make objective descriptions. Therefore, IPA depends on 
the researcher’s ability to become deeply immersed in the world of the participant as a 
“phenomenological Insidef. Therefore, an IPA researcher is interested in the human 
detailed experience, and how a person interprets the important changes in his or her life 
(Smith ef a/. 2009).
IPA allows for a bottom up or an inductive approach, which as far as possible avoids 
prior assumptions. The researcher begins by recruiting participants who have experience 
of the phenomenon under investigation as an essential part of their life experiences. IRA 
encourages an open-ended dialogue between the researcher and participants and may, 
therefore lead to unexpected answers, including a new perspective on the research 
question (Fade 2004). In addition, IPA contributes to the belief that human beings are 
“sense making” beings, and therefore the explanations that participants provide reflects 
their efforts to make sense of their experience. IPA also acknowledges that access to 
human experience always depends on what the participant provides about that 
experience, and how the researcher then interprets the in order to understand their 
experience. An IPA researcher is connected in a double hermeneutic because “the 
researcher is trying to make sense of the participant trying to make sense of what is
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happening to them” (Smith et ai. 2009:3). Furthermore, IPA is “idiographic” because the 
researcher is attempting to make a comprehensive assessment of the participant’s case 
(Laverty 2003; Smith et ai. 2009).
IPA is one of the frameworks, developed and described by Smith et al. 1995, 1997, 
1999, 2004 and 2009. IPA can be used to develop in-depth descriptions of the human 
experience. The techniques can also be taken further to develop theories;, models and 
explanations that help us understand human experience better. Using interview 
techniques help researchers to gather qualitative data from the participants. The 
responses given are then interpreted by the researcher to extract themes relevant to the 
research question. The technique is similar in approach to grounded theory, and 
complements it, as the researcher does not start data collection with an explanatory 
hypotheses already in mind. Instead, the data define how the research question is 
answered (Fade 2004). In the following section, the theoretical foundations of IPA are 
discussed in terms of how each theory helps to develop IPA.
4 3.4. Theoretical foundations of interpretative 
phenomenological analysis
The previous section demonstrates that IPA is an approach to qualitative study, that 
has been informed by three main areas in the philosophy of knowledge: Phenomenology, 
hermeneutics and ideography.
1. Phenomenoloav
Phenomenology is an approach of philosophy that aims to study people’s 
experiences. Amongst phenomenologist’s, there are many diverse emphases and 
concerns, but all share the theory of what a human being’s experience is like, and all the 
different features in terms of the things having sense to us, and contain our “lived world” 
(Smith et al. 2009). In the next section, the contributions made by Husserl and Heidegger 
to the development of modern phenomenology are described.
Edmund Husserl
For Husserl (1859-1938), the human experience should be carefully examined. He 
argued that we should “go back to things themselves” in order to examine them. 
Husserl’s phenomenology concerned putting an everyday experience or our ‘natural 
attitude’ as he called it, aside, to help us to examine a participant’s experience.
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According to Husserl, the “life world” is implicit as what we experience “pre-reflectively”, 
with no option of classification or conceptualisation, and rather incorporates what is taken 
for “granted” or those things that are logically common (Husserl, 1970 cited in Laverty 
2003). Husserl developed a “phenomenological method” which was used to investigate 
the main construction and features of human experience in order to achieve the 
phenomenological attitude. This aspect has influenced all phenomenological psychology, 
including IPA (Smith et al. 2009). Husserl’s work has crucially helped the IPA researcher 
to focus on the method of “reflection”. He puts the plan for the understanding and 
systematic assessment of the content of consciousness “our lived experience which is 
the very stuff of life”. IPA has taken up “Bracketing” as discussed it earlier in this chapter. 
While Husserl was “concerned to find the essence of experience”', IPA has a more 
modest goal of demanding to explain very specific events as experienced by particular 
people (Smith et al. 2009)
■Martin Heidegger
Heidegger (1889-1976) was a student of Husserl’s, but who later moved away from 
the “transcendental project”, and began to set out the existential and hermeneutic 
emphasis in phenomenological philosophy (Smith et al. 2009). The moving of Heidegger 
away from Husserl does not mean moving from phenomenology. Rather, he worked in a 
more phenomenological way than Husserl, who was concerned more with “Individual 
psychological process” such as consciousness, awareness and perception. On the other 
hand, Heidegger was more cbhcerhed with the “ôhtôlàgicàl qùéstiàh àf éxistéhce itsèlf”. 
Heidegger proposes to understand being itself, as distinguished from any specific 
entities. “Bein^\ Heidegger, claim is “what determines entities as entities that is in term 
which entities are already understood’. In other words, being is distinguished not only 
from entities such as physical objects, but also, as he explains in his discussion of the 
“worldliness of the world”, from particular social and cultural worlds as well the business 
world and the academic world (Laverty 2003).
Being in the world
Husserl (1859-1938), and Heidegger (1889-1976), disagreed on the ways of 
exploration of the lived experience process. Whilst Heidegger focused on “Dasein” that is 
translated as “the mode of being human” or the “situated meaning of a human in the 
world”, Husserl focused on understanding beings or phenomena. Husserl was paying 
attention to acts of “attending”, “perceiving”, “recalling”, and philosophy concerning the
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“world”, and “human beings” were understood primarily as “knowers”. In contrast, 
Heidegger believes that the relatedness to the world is fundamental part of our 
constitution. The word inter-subjectivity means the “overlapping, shared and relational” 
life of our experiences in the world (Larkin, et al. 2006). Heidegger’s contribution to IPA 
(Smith Flowers and Larkin 2009) was the idea that a human being can be imagined of as 
being “thrown into” a world of purposes, relationships and language. Our being in the 
world is also to be viewed as always “perspective”, always “temporal” and always “in­
relation to” something. Therefore, the interpretation of people’s meaning-making 
activities is central to phenomenological inquiry in psychology.
2. Hermeneutics
The second important theoretical underpinning of IPA comes from hermeneutics. 
Hermeneutics is the study of the interpretation theory. According to Smith et al. (2009), 
Schleiermacher (1768- 1834), Heidegger (1889-1976), and Gadamer (1990-2002) are 
the first representatives of the movement of hermeneutic phenomenology. Gadamer also 
showed that the works of hermeneutics was not a procedure to develop understanding, 
but to clarify further the condition in which understanding itself takes place. Gadamer 
(1998), believed that understanding and interpretation are bound together and that since 
interpretation is always an evolving process a definitive interpretation is likely never to be 
possible. Furthermore, Gadamer (1990) believed that our understanding during reading 
is created by “engaging in a dialogue between something that is old’ (our experiences) 
.and. “somef/i/ng.new” which, is the text it self (Gadamer 1990 cited from Smith et al. 
2009:26).
“A person trying to understand something will not resign himself from the start to relying 
on his own accidental fore-meaning, ignoring as consistently and stubbornly as possible 
the actual meaning of the text until the latter becomes so persistently audible that It 
breaks through what the interpreter imagines it to be. Rather a person trying to 
understand a text is prepared for it to teil him something. But this kind of sensitivity 
involves neither neutrality with respect to content nor the extinction of one’s self but the 
foregrounding and appropriation of one’s own fore-meaning and prejudices. The 
important thing is to be aware of one’s own bias, so that the text can present itself in all its 
otherness and thus assert its own truth against one’s own fore-meanings” (1990:269).
Therefore, interpretation is a channel of communication between what went before 
and what is presently occurring. Interpretation that focuses on the meaning of the text at 
the moment at which the interpretation is made, strongly influences the meaning (Smith 
et al. 2009).
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The hermeneutic circle:
The concept of the hermeneutic circle works at several levels. It is concerned with the 
dynamic relationship between the part and the whole. For example, to understand the 
meaning of a word, it needs to be in the whole sentence. At the same time, the meaning 
of this sentence depends on the accumulation of the meaning of the participant words. 
Neither the whole text nor any individual part can be understood without reference to one 
another, and hence, it is a circle. However, this circular character of interpretation does 
not make it impossible to interpret a text; rather, it stresses that the meaning of a text 
must be found within its cultural, historical, and literary context (Smith et al. 2009). For 
the IPA researcher, the hermeneutic circle provides a useful way of approaching 
analysis. The process of IPA analysis is “iterative” by moving back and forth within the 
data and continuously trying to make sense of meaning.
In summary, hermeneutic phenomenology tries to be considerate to both terms of its 
methodology. It is a descriptive (phenomenological) methodology because it wants to be 
attentive to how things appear and it is an interpretive (hermeneutic) methodology 
because it claims that phenomenology becomes hermeneutical when its method is taken 
to be interpretative rather than purely descriptive (Smith et al. 2009).
3. Ideoaraphv:
Ideography is the third main influence upon IPA. Studying the particular is the major 
concern in ideography and IPA’s promise to the particular operates at two levels. The 
sense of detail is the first commitment to the particular and thus analysis tend to be deep, 
thorough and systematic. The second commitment of IPA is to understand how particular 
experiential phenomena in my case (infant feeding choice) have been understood from 
the perspective of particular people (Saudi women) and in a particular context (having 
babies and experienced infant feeding the last eight months). Therefore, the sample size 
for IPA studies tends to be small as recommended by Smith et al. (2009). This concern 
with the particular is in contrast with most psychology, which is “nomothetic” and 
concerned with making claims at the group or population level, and with establishing IPA 
studies, offering detailed, nuanced analyses of particular instances of lived experience. 
IPA studies with more than one case, start with the detailed examination of each case, 
but then cautiously move to an examination of the similarities and differences across the 
cases, so producing fine-grained accounts of patterns of meaning for participants 
reflecting upon a shared experience.
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In summary, in this chapter the three main philosophical approaches, that influence 
IPA have been Introduced. These approaches stress the importance of investigating 
lived experience, as well as the researcher’s stance (approach) to the interpretative of 
text. In the next chapter, how this knowledge is incorporated into the analysis of this data 
set is discussed. '
4.3.5. Research methods of study 2 (qualitative stage)
The present research study seeks to provide a theoretical framework for the factors 
that affect eleven Saudi women’s’ decisions to breast-feed; it does not claim to represent 
the experience of all Saudi mothers. In order to gain information from these mothers’, 
semi-structured interviews were conducted in the second stage of the study. Before 
starting to interview mothers, one exploratory interview was conducted as discussed in 
the following section.
4.3.5.1. Exploratory interview; pilot study and the meeting of some female 
administrators
An exploratory interview (Appendix 20) was conducted to check the reliability of the 
data collection method and to allow familiarisation with the data collection technique 
(Holloway & Wheeler 2002). Harris (1998) indicates that piloting helps a researcher to 
discover questions that are not clear, leading or inappropriate. She defines piloting as the 
process of trying out and designing questions and methods sequentially in order to purify 
and change the content of the interview, to remove any potential difficulties or Therefore, 
a face-to-face semi-structured pilot interview was conducted with a Saudi student 
studying and living in the UK who had previous infant feeding experiences. The semi­
structured interview guide was modified based on what was found from the pilot study. In 
addition, modifications were made according to the supervisor’s advice.
The modified interview guide was then used for data collection in Saudi Arabia. 
During the interview there was a list of themes to be covered, using a loosely structured 
interview schedule, which used appropriate questions on topics of relevance (Appendix 
3). Not all women had the same experience; some of them had breast- fed, others may 
have combined breast-feeding and bottle-feeding while others may have used bottle- 
feeding only, or a wet nurse. Therefore, the type of questions differed from one 
participant to another but remained within the themes. The order of questions may also 
have changed depending on the direction the interviewer took. Indeed, additional
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questions were asked, including some, which were not anticipated at the start of the 
interview, as new issues arose. Responses were documented by note and by tape- 
recording the interview. The interviewer was seeking to encourage free and open 
responses that allowed capture of the respondent’s perspectives. Gray (2004) explained 
that such semi-structured interviews are non-standardized and are often used in 
qualitative analysis.
4.3.5.2. Data collection methods
In order to achieve a contextual understanding and more in-depth knowledge of the 
main factors that influence Saudi women’s infant feeding choices, a qualitative approach 
was used. Breast-feeding attitudes and beliefs are considered to be sensitive topics, 
(Eldabi et al. 2002). and may therefore be more amenable to a qualitative approach. As 
such, face-to-face communication was selected as a method of collecting data and 
exploring the complexities of the subject area. This method allowed for flexibility and was 
less likely to be affected by cultural bias, as claimed by Green & Thorogood (2004). The 
women in the study were able to discuss issues that were significant to them, rather than 
replying to closed questions as in the survey, and they were able to explain any 
uncertainties or confusion over concepts. Kruger (2003) proposed that:
"It certainly seems reasonable to suggest that one may have a better understanding o f a 
community member’s situation by reading a descriptive passage than just looking at 
demographic statistics” (2003:2)
4.3.S.3. Sémi-strüàtürëd intérviëw guide
Smith (2008) recommended that in IPA, the researcher prepares an interview 
schedule, which focuses on the topic of interest. These questions are designed to guide 
the course of the interview rather than to dictate them. For example, if the participant 
opens up an interesting area of investigation then this could be pursued (Breakwell et al. 
2006: 330). Smith and Osborn (2003) encourage researchers to use a semi-structured 
interview format and to approach their participants as experienced experts on the topic 
under investigation. The aim is to smooth the progress of the giving and building of an 
account in a responsive and empathie manner, having in mind that the interview 
constitutes a human-to human relationship (Fontana & Fry 2000).
In study 2, the interview was initiated by greeting each mother and explaining the 
aims and objectives of the study. It was explained to each mother what was expected in 
the interview and mothers were reassured that they would not be judged on their
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answers. It was emphasised that there were no right or wrong answers and the interest 
was on real experiences and practices. Participants were briefed on the expected 
duration of the interview, and t agreement for audiotape recording the interview was 
obtained with a guarantee of participant confidentiality. All interviews were carried out in 
Arabic '^^and lasted between 45 to 60 minutes. The timings of the interview ensured that 
they did not overlap with prayer times. Mothers were permitted to bring babies with them 
and some of them even breast-fed during the interviews. The interviewer began with 
general questions and hoped that this would be sufficient to make the participant talk 
about her experiences (Breakwell et al. 2006). However, the sequence of the questions 
was not the same for each participant, as it depended on the participants responses, 
experience and the process of the interview itself.
Themes for the interview.
1. Mother's experience of infant feeding.
2. The factors influencing infant feeding choices
3. The problems facing a mother during infant feeding
4. The source(s) of support
5. A mother’s needs that enable her to choose breast-feeding.
Critical evaluation of the in-depth interviews:
An in-depth interview is a dialogue between a skilled interviewer and the participant. 
Its goal is to draw out rich, detailed material that can be used in analysis (Lavender et al. 
2006). The face-to-face interview.is generally.considered the. best way,, although there, 
may be some exceptions. For example, if either the participants or the interviewer cannot 
attend; if the participants prefer to have a telephone interview; or if the participants live 
far away from the interviewer, then a face-to-face interview may be too difficult. In these 
cases, telephone interviews can be successful (Holloway & Wheeler 2002: 79-96). The 
most important advantage of in-depth interviews is that they can give more detailed 
information than other data collection methods. There are opportunities for probing and 
to further explore issues. In-depth interviews can also make a more comfortable 
environment available in which the participant can feel more relaxed, having enough time 
for discussion with the researcher about their experience (Boyce & Neale 2006).
However, there are some limitations in using in-depth interviews; they may be prone 
to bias because the researcher may want to demonstrate what they believe is true. In
b e in g  a  n a t i v e  A r a b ic  s p e a k e r  m y s e l f  I b e l ie v e d  t h is  e n c o u r a g e d  t h e  d e v e lo p m e n t  o f  r a p p o r t .
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addition the participants could be biased because they declare what they fee! should be 
said to the researcher and not what actually happened. Another disadvantage of the 
interview is the extensive time it takes to carry out, transcribe and analyse the results. In 
addition, the volume of information may be too large or may be difficult to transcribe, and 
it may be necessary to reduce data leading to the possibility of losing valuable 
information (Boyce & Neale 2006). In-depth interviews allow for the probing of views and 
opinions where it is desirable for respondents to expand on their answers. This is vital in 
the phenomenological approach where the objective is to explore subjective meanings 
that respondents ascribe to concepts or events.
Participants
Qualitative research focuses on gathering rich information from participants and 
trying to answer specific questions in the study. However, there are many types of 
sampling available, such as homogeneous, heterogeneous, purposive and theoretical. A 
homogeneous sample is a group of people who have the same characteristic, situation 
or culture, whereas a heterogeneous sample contains a mixture of these attributes. A 
purposive sample is a non-representative subset of some larger population, and is 
constructed to serve a very specific need or purpose (Holloway & Wheeler 2002: 74-75).
For the purposes of study 2, homogeneous and purposive sampling was used. The 
sampling was homogeneous in that the women were Saudi citizens and had experienced 
infant feeding, were from the same region, and had already cornpleted the first stage of 
the study. As explained by Trochim (2001), in purposive sampling, the researcher 
samples with a purpose in mind from one or more specific and predefined groups, 
believed to be representative of the larger population of interest. Trochim (2001) noted 
that one of the benefits of purposive sampling was that it could be very useful for 
situations in which the researcher wants to reach a targeted group that otherwise might 
not be readily available. This is true in this study because it is not easy to reach Saudi 
women due to the restrictions on them; often they may not be able to participate in the 
study without their husbands’ permission. In addition, such an interview may be 
considered new to them and they could be afraid to contribute. The following criteria 
were used to select the sample:
• Saudi females who have experienced infant feeding.
• Have had a baby with no medical complications or abnormalities.
• Have had a normal delivery with no complications.
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• Be willing to participate and have the facility and time to come to the site of 
the interview.
Each participant was given a fictitious name for use later on in the analysis. These 
names are listed in the following table (table 5).
Table 5: The participants’ fictitious names
Participants Fictitious names
Participant 1 Manal
Participant 2 Mona
Participant 3 Aseel
Participant 4 Rasha
Participant 5 Sara
Participant 6 Ream
Participant 7 Fatin
Participant 8 Areej
Participant 9 Leena
Participant 10 Huda
Participant 11 Banan
Sample size
The findings from study 1 informed the qualitative data collection process, which was 
to obtain a deeper exploration of the issues. This in-depth study examines Saudi 
women’s lived experiences of infant feeding, how she decided to feed her infant and 
what factors informed her choice. When the study deals with deep and more focused 
information about the factors that affect women’s infant feeding choices in Saudi Arabia, 
the sample size is not as important. The sample size depends on the "research question, 
material, time resources, as well as number of the researcher” (Holloway & Wheeler 
2002:74-75). Qualitative research is highly subjective and proposes to get an 
understanding of participants’ performance. Although there are no rules on the number of 
participants, for homogeneous samples many researchers believe that six to eight 
participants are needed. Patton (1990:185) cites the work of Lincoln and Guba (1985) 
who proposed that sample selection could be influenced and strengthened by:
“informational consideration. If the purpose is to maximize information, the sampling is 
terminated when no new information is forthcoming from new sampled units; thus 
redundancy is the primary criterion’’ (Lincoln & Guba 1985:202).
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Consequently, this strategy gives more flexibility on the sample size and leaves it 
open. In study 2, semi-structured interviews were conducted with a sample of eleven 
mothers who volunteered themselves for interview from the second phase of the first 
stage of study 1. These women were a mainly exclusively from the breast-feeding or 
mixed feeding group.
The interview setting.
Breakwell et al. (2006) explained that the researcher is responsible for selecting a 
setting that provides privacy for participants. A location where there are no distractions, 
where it is easy to hear respondents speak, as well as being a comfortable and non­
threatening environment that is easily accessible to participants is also desirable. The 
participants in this study were given some choice of where they would like to be 
.interviewed. These choices were either at the health centre where they go for check-ups, 
or any other health centre they can reach. Then a small room was selected that met the 
above mentioned requirements.
Rationale for selecting the study setting
As previously stated, Saudi society is very conservative and has it is own strong 
traditions and beliefs. Therefore, the interview could not be conducted in any of the 
participants’ houses or in any public area as this might be viewed as un-professional. For 
the researchers own safety and to maintain respectability it was preferable to conduct the 
interviews at one of the health centres. Telephone interviews were avoided when 
possible because it was believed that face-to face interviews could be more reliable. The 
places chosen were also familiar and the number of participants that could reach them 
was known.
Recording and transcribing interview data
All eleven interviews were conducted in Arabic and were audio recorded with the 
written permission of the participants. The interviewer then listened to the tapes and 
wrote a verbatim account of everything that was said. Transcription of this raw data 
included word-for word quotations from respondents as well as the interviewer’s 
descriptions of participants’ characteristics and reactions (Appendix 19). Notes were 
taken to record factors such as enthusiasm, body language, and the participants’ overall 
mood during the interview. Breakwell et al. (2006) recommended that field notes from the 
interview could be used to recall comments that are unclear on the tape, for example
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non-verbal answers such as the facial expressions, or eye-to-eye contact of a participant 
responding to a particular question. For instance, when I asked the mothers about the 
effect of religious beliefs on their infant feeding decision, one mother indicated by her 
hand to confirm the validity of her answer to this question was yes. Another mother 
moved her head to confirm her answer as yes. while another mother elevated her voice 
and moved her head to confirm her answer as no.
Additional Notes
I kept notes to retain information that was not meant to be collected in order to 
facilitate further investigations about the situation in the primary health centres. The 
female administrator of the women’s clinics was asked who gave permission for the 
representative of the branded milk products to give a sales pitch disguised as information 
sharing. The person I was talking to became anxious and asked me not to mention her 
name or her institution. She acknowledged that the task was out of her hands and she 
confessed that the firm responsible for the branded milk gave very generous financial 
support to the clinic that helped with conference costs in order to facilitate the illegal 
advertising process to mothers. It was also noted that the administrators dealing directly 
with the representative of this firm were all men. The female administrator expressed 
helplessness and powerlessness to this situation.
In conclusion, in this chapter, the main research methods used: pilot study, semi 
structured interview guide, participants, sample size, setting and notes to collect data for 
study 2, have been introduced. The following chapter discusses the results of study 1.
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Chapter 5: Results of study one
In this chapter, the statistical analysis used are discussed, followed by the 
presentation of findings from both phases of the first stage. Firstly, the findings of the first 
phase which include the following: the reliability of the MIIFAS, validity of the MIIFAS, 
mothers’ demographic status, mother’s intention of toward breast-feeding, the 
relationship between mother’s demographic characteristics and intention toward breast­
feeding and the relationship between mothers’ demographic characteristics and attitudes 
toward breast-feeding during third trimester.
Secondly, the finding of the second phase which includes the following: mothers’ age 
groups at different phases (to establish similar age breakdown at both phases), infant 
age during follow-up phase, mothers’ infant feeding behaviour at follow-up phase, 
reasons for shift from exclusive breast-feeding, time of shifting from exclusive breast­
feeding, the relationship between mothers’ demographic characteristics and current 
feeding, mothers’ infant feeding attitudes, feeding intention and outcome, validity of the 
scale and the relationship between mothers’ intention towards breast-feeding during 
third trimester and their behaviour at four months post partum.
5.1. Statistical analyses
The data was analyzed using SPSS version 14 software. Descriptive statistics on 
demographic (e.g. age, level of education, working status), and outcome variables (e.g. 
intention to breast-feed) were calculated for the total sample. The MIIFAS were 
completed for both mothers who intended to breast-feed and those mothers who 
intended to use other types of feeding. T-tests were performed to determine significant 
differences in continuous variables (e.g. mother’s age) between mothers who intended to 
breast-feed and those who intended not to breast-feed. Mann-Whitney Tests were 
performed to test the relationship between the ordinal variables (e.g. level of women’s 
education) and whether or not mothers intended to breast-feed. One-way AN OVA tests 
were used to compare the mean age and the three outcome groups.
The Chi-square test was used to compare the two groups (breast-feeding mothers 
and other types of infant feeding) for dichotomous variables (variables that have only two 
values). The more precise Fisher’s Exact test was used when numbers were small, and 
when at least one expected cell count of less than 5 was observed. Cronbach’s Alpha
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was used to test the reliability of the MIIFAS tool. Cronbach’s Alpha is a measure of 
internal consistency and is a standard measure of reliability for such tools. Cronbach’s 
Alpha value will generally increase when the correlation between the items increases 
(Field 2005). Therefore, values between 0.6-0.8 are considered fairly good, between 0.4- 
0.6 reasonable but less than 0.4 is unacceptable. For the validity of the scale, unpaired 
T-tests were used to compare the values of means from different groups of mothers..
5.2. First phase results
Four health centres in Al-Khobar city in Saudi Arabia participated in the study. Seven 
hundred pregnant women were approached between July and November 2007. Only 245 
(35%) of the women were in their last trimester and with no medical complications. Of 
those, 61 (25%) were unwilling to participate. 12 (5%) were having treatment for a 
medical condition and 12 (5%) were non-Saudi and were excluded from the study. 
Consequently, one 160 (25%) respondents were eligible and willing to participate. 
Reasons given for non-participation included the fact that for some of them could not wait 
any longer because their husbands were waiting for them to drop them back home, 
additionally some were unable to take a decision without their husband’s permission and 
others did not give any reasons.
5.2.7. Reliability of the scale
Table 6 shows that Cronbach’s alpha reliability test was carried out on questions 1 to 
20, and resulted in a= 0.595. In order to be able to compare the reliability of the MIIFAS 
(Appendix 10); with the original scale 11 FAS (Appendix 8); the same test was carried out 
on question 1 to 16; the result was a= 0.60. This result is closer to the results obtained 
by Dela Mora’s US study (1999) which yielded a Cronbach’s alpha = 0.68. This indicates 
that the scale used herein is reliable.
Table 6: Reliability of the scale
M e a n  a t t i t u d e  ( 1 - 1 6 ) ____________________ M e a n  a t t i t u d e  ( 1 - 2 0 )
M e a n 3 . 8 6 3 . 7 0
S t d .  D e v ia t io n 0 . 3 5 0 . 3 1
M in i m u m 2 . 8 1 2 . 9 5
M a x i m u m 4 . 7 5 4 . 7 5
C r o n b a c h 's  A lp h a 0 . 6 0 0 0 . 5 9 5
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5.2.2. Validity of the scale
The 147 women who intended to breast-feed had a mean overall score on the 
MIIFAS of 3.86 (SD=0.32). The thirteen women who intended to pursue other types of 
feeding (including combined feeding) had a mean overall score on the MIIFAS of 3.90 
(SD=0.37). This difference in mean was not statistically significant, (One-Way ANOVA: 
p=0.39).
5.2.3. Women’s demographic status
Ages of the women in this study as shown in table 7 ranged between 18 and 45 
years old with an average of 27.7 years. 45% of women were 25 years old or under, 
38% were between 25 and 35, and only 17% of women were thirty-five years or more.
Table 7: Women’s ages by group
W o m e n  a g e d  < 2 5 W o m e n  a g e d  > 2 5 0 5 W o m e n  a g e d  > 3 5 M e a n  a g e
P e r c e n t 4 5 % 3 8 % 1 7 % 2 7 . 7
N 7 2 6 1 2 7
The majority of women had a high school education. Figure 4 shows that the 
women’s levels of education were mainly between primary-secondary and high school 
levels; 36% and 41% respectively. 16% were at the university level of education and 7% 
were illiterate. One participant did not provide her level of education.
■a
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U n i v e r s i t v  l e v e l  
H i g h  s c h o o l  
p r i m a r y - s e c o n d a r y  
i l l i t e r a t e
16
36
0 10 20 
Percentage
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Figure 4: Mothers’ levels of education.
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5.2.4. Mothers’ breast-feeding intention during pregnancy.
Figure 5 demonstrates that 92% of women intended to breast-feed, whereas only 8% 
intended to use other types of infant feeding. As shown in figure 6 below, which further 
breaks down the numbers in figure 5, 5% of the mothers intended to use both breast­
feed and bottle-feed, 3.1% intended to bottle-feed only, whereas only 2% intended to 
have a wet nurse.
92
20 40 60 80
Percentage 
BF n  Q  Other types of feeding
100
Figure 5: Mothers’ intention to breast-feed
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Figure 6: Differences in mothers’ intention during the third trimester
According to the WHO Global Data Bank definitions, as shown in table 8, the 
categories of infant feeding were reconstructed to meet the WHO Global Data Bank 
definitions.
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Table 8: Category of infant-feeding (WHO Global Data Bank definitions)
; C a t e g o r y  o f  i n f a n t  D e f i n i t i o n s
f e e d i n g
E x c l u s i v e  b r e a s t -  T h e  in f a n t  h a s  r e c e i v e d  o n ly  b r e a s t - m i lk  f r o m  t h e  m o t h e r  o r  a  w e t  n u r s e ,  o r
f e e d i n g  e x p r e s s e d  b r e a s t - m i lk ,  a n d  n o  o t h e r  l iq u id s  o r  s o l id s  w it h  t h e  e x c e p t io n  o f  d r o p s
6 r  s y r u p s  c o n s is t in g  o f  v i t a m in s ,  m in e r a l  s u p p le m e n t s ,  o r  m e d i c in e s .
C o m b i n e d  f e e d i n g  In f a n t  r e c e i v e s  b r e a s t - m i lk  a n d  r e g u la r  b o t t le - f e e d in g  w it h  “formulae” m i lk
B o t t l e - f e e d i n g  In f a n t  r e c e i v e s  T o n r j u / a e ” m i lk  f r o m  a  b o t t le  
(WHO Global Data Bank cited from Swanson 2004)
As shown in table 9, only 8% (13) of women out of 160 wanted to employ other types 
of feeding; in all subsequent analysis, these other types of infant-feeding are grouped 
together as ‘‘other types of feeding”. This classification has been made because there 
were few mothers who intended not to breast-feed. In order to compare mothers’ 
features (with appropriate statistical properties) according to their type of feeding 
sufficient numbers of mothers are required. Previous studies of the 11 FAS tool (Dela 
Mora’s US study 1999) indicate a standard deviation of around 8.0 for the total score. In 
order to perform a 2-tailed unpaired t-test, with size = 5% and power = 80%, to detect an 
underlying difference of 10.0 in the total score between two groups, with standard 
deviation= 8.0, at least 12 subjects in each group were required. As can be seen, only 
the breast-feeding group exceeded 12 mothers. Therefore, the remaining mothers were 
combined into one (non-exclusive breast-feeding) type of feeding group.
Table 9: Mothers’ intention at third trimester using the WHO definitions
C a t e g o r y  o f  i n f a n t  f e e d i n g % ( N )
E x c l u s i v e  b r e a s t - f e e d i n g 9 2  ( 1 4 7 )
C o m b i n e d  f e e d i n g 5 ( 8 )
B o t t l e - f e e d i n g
3 ( 5 )
T o t a l
1 0 0  ( 1 6 0 )
5.2.5. Relationship between women’s demographic 
characteristics and intention to breast-feed
Table 10 shows that the unpaired two-tailed test had a p value of 0.37, which 
demonstrates there is no statistically significant relationship between the mothers’ 
intention to breast-feed and their ages.
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Table 10: Relationship between mothers’ ages and intentions towards breast-feeding.
M o t h e r  a g e  m o t h e r ’s  i n t e n t i o n  B F  U n p a i r e d  t w o - t a i l e d  t e s t s
B F % (N ) Other types of feeding %(N)_____________ P
W o m e n  a g e d  1 8  t o  2 4  9 3 ( 5 5 )  7 ( 4 )
0 . 3 7
W o m e n  a g e d  > 2 5  0  5  9 3  ( 6 9 )  7  ( 5 )
W o m e n  a g e d  > 3 5  8 5  ( 2 3 )  1 5  ( 4 )
T o t a l ________________________________ 9 2  ( 1 4 7 ) ______________ 8 ( 1 3 )
Table 11 shows that 3% (2) of women who intended to use other types of infant 
feeding were from the primary-secondary education group, while 16% (4) of women were 
of university level education. Interestingly, 100% of the illiterate women intended to 
breast-feed, whereas only 84% of university level educated women intended to breast­
feed. The relationship between education level and intention to breast-feed was 
statistically significant (Non-parametric Mann-Whitney test: p=0.035). The less educated 
mother intended to breast-feed more than the mother with higher education did.
Table 11: Relationship between mothers’ education and mothers’ breast-feeding intention.
F i n a l  m o t h e r  i n t e n t i o n  B F  %  ( N ) T o t a l
l e v e l  o f  e d u c a t i o n B F o t h e r  t y p e s  o f  f e e d i n g %  ( N )
i l l i t e r a t e
1 0 0  ( 1 1 ) 0  ( 0 ) 1 0 0  ( 1 1 )
P r i m a r y - s e c o n d a r y 9 7 ( 5 6 ) 3 ( 2 ) 1 0 0 ( 5 7 )
H i g h  s c h o o l 8 6  ( 5 6 ) ■ ■ ■ 1 4 ( 7 ) .................... ................. ■ ■ T O O  ( 6 5 )  ■ • • ■
U n i v e r s i t y  l e v e l
8 4 ( 2 1 ) 1 6 ( 4 ) 1 0 0 ( 2 5 )
T o t a l 9 0  ( 1 4 6 ) 1 0 ( 1 6 ) 1 0 0  ( 1 5 9 )
N .B .  f in a l  m o t h e r  in te n t io n  t o  b r e a s t - fe e d  ( B F )  =  
f e e d in g  in c lu d in g  u n d e c id e d  m o t h e r s .
m o t h e r s  w e r e  c la s s i f ie d  e i th e r  b r e a s t - f e e d in g  o r  o t h e r  t y p e s  o1
It is clear from the results shown in table 12 that 92% (147) of women intended to 
breast-feed, whereas only 8% (13) intended to use other types of infant feeding. 96% 
(44) of expectant mothers who had not had previous children (primipara) were likely to 
express the intention to breast-feed, whilst 90% (103) of those with previous children 
(multipara) were less likely to say that they intend to breast-feed.
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Table 12: Relationship between mothers’ parity and final mothers’ breast-feeding intention.
1 F i n a l  m o t h e r  i n t e n t i o n  B F  %  ( N ) T o t a l
B F o t h e r  t y p e s  o f  f e e d i n g
M u l t i p a r a  w o m e n 9 0  ( 1 0 3 ) 1 0 ( 1 1 ) 1 0 0 ( 1 1 4 )
P r i m i p a r a  w o m e n 9 6  ( 4 4 ) 4 ( 2 ) 1 0 0 ( 4 6 )
T o t a l 9 2  ( 1 4 7 ) 8 ( 1 3 ) 1 0 0  ( 1 6 0 )
Fishers 2-sided Exact test: p=0.560
Table 13 showed that from the total multipara group, 90% (103) intended to breast­
feed, 10% (11) intended to use a different type of feeding, 4% (4) of them wanted to 
bottle-feed, 6% (7) intended to use combined feeding and 2% (2) wanted to use a wet 
nurse. Although there is no statistically significant relationship between the rhothers' 
intentions to breast-feed and number of births, the primipara group had a higher 
proportion of individuals who intended to breast-feed. From table 12, the Fisher 2-sided 
exact test p-value of 0.56 shows that there is no statistically significant relationship 
between parity and intention to breast-feed.
Table 13: Relationship between mothers’ parity and their differences in breast-feeding 
intention
M o t h e r  I n t e n t i o n  B F  %  ( N ) T o t a l
B F B o t t l e - f e e d i n g M i x e d  f e e d i n g W e t  N u r s e
P a r i t y M u l t i p a r a 8 9 ( 1 0 1 ) 3  ( 4 ) 6 ( 7 ) 2  ( 2 ) 1 0 0 ( 1 1 4 )
P r i m ip a r a 9 4  ( 4 3 ) 2 ( 1 ) 2 ( 1 ) 2 ( 1 ) 1 0 0  ( 4 6 )
T o t a l 9 0  ( 1 4 4 ) 3 ( 5 ) 5 ( 8 ) 2 ( 3 ) 1 6 0 ( 1 0 0 )
Among 160 women, only 21 (13%) reported having a job compared to 139 (87%) 
who stayed at home. Table 14 shows that 71% of working women intended to breast­
feed compared with 93% of non-working women. Table 14 also shows the Fisher 2-sided 
exact test p-value of 0.005, which suggests that working mothers are significantly less 
likely to intend to breast-feed than non-working mothers.
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Table 14: Relationship between mothers’ employment status and mothers’ breast-feeding 
intention.
F i n a l  m o t h e r  i n t e n t i o n  B F  %  ( N ) T o t a l
W o r k i n g  s t a t u s  f o r  m o t h e r B F O t h e r  t y p e s  o f  f e e d i n g %  ( N )
W o r k i n g  m o t h e r s 1 5 ( 7 1 ) 2 9  ( 6 ) 1 0 0 ( 2 1 ) -
N o t  w o r k i n g  m o t h e r s 1 2 9  ( 9 3 ) 7  ( 1 0 ) 1 0 0  ( 1 3 9 )
T o t a l 9 0  ( 1 4 4 ) 1 0 ( 6 )  . 1 0 0  ( 1 6 0 )
Fishers 2-sided Exact test: p=0.005
5.2.6. The relationship between women’s demographic 
characteristics and attitudes to breast-feeding during the third 
trimester.
This section of results discusses attitudes towards breast-feeding, including mothers 
who have decided not to breast-feed or have not yet decided. There were no statistically 
significant relationships between women's attitudes and demographic variables (e.g. 
age). Women's parity and educational status were the only variables that showed 
statistically significant relationships with some attitudes in the questionnaire.. Attitude 
number 18 “two years is an ideal period for the baby” and attitude 19 “mixed feeding is 
more practical for mothers today” showed statistically significant relationships with 
women's parity. The unpaired 2-sided t-tests yielded -value=0.002 for attitude 18, and p= 
0.075 for attitude 19. Women with previous children tended to have more positive 
attitudes to attitude .1.8. (score .=. 4.5) than first time, mothers, (score .=. 4.2). .Regarding, 
attitude 19, the multipara women had mean attitude of 2.3 and primipara women has a 
score of 2.1. Attitude number 4, ’’Breast-milk is lacking in iron” and attitude 8 “ Women 
shouid not breast-feed in public pieces such as restaurants” showed statistically 
significant relationships with women's levels of education. Unpaired 2-sided t-tests 
yielded a value of p-value= 0.02 for attitude 4 p= 0.01 for attitude 8, the results of all 
other t-tests were not statistically significant. Women who had education beyond 
secondary school had a lower mean attitude score (1.8) than women with lower 
secondary school education(score=2.5), for attitude 4. In addition, women who had 
education beyond secondary school had a lower mean attitude score (2.2) than women 
who had lower secondary school education (3.1) for attitude 8.
Figure 7 illustrates the percentage of mother's favourable attitudes towards bottle- 
feeding. The most obvious results seen in figure 7 are that 43% of women agreed that 
combined feeding is more practical for mothers and 35% agreed that mothers should not
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breast-feed in a public area. 34% of women agreed that "formula” feed is the better 
choice for a mother who is planning to return to work and 29% of women disagreed that 
the nutritional benefits of breast-feeding stopped when the mother weaned her baby from 
breast-milk.
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Figure 7: Percentages of mothers’ favourable attitudes to bottle-feeding
Figure 8 illustrates the percentage of mother’s favourable attitudes towards breast­
feeding. This figure shows that 48% of women disagreed that wet nursing is as healthy 
for the infant as breast-milk, whilst 49% disagreed that wet nursing is not the better
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choice for infant feeding for working mothers. 54% of women strongly agreed, and 42% 
agreed, that breast-milk is an ideal food for babies. Of those mothers that strongly 
agreed that a two year period is an ideal for infant, the figures were 47%. Breast-feeding 
was considered to be cheaper for about 97% of mothers ranging from 54% who agreed 
and 43% who strongly agreed.
□  s t r o n g ly  a g r e e
□  a g r e e
□  n e u t r a l
□  d i s a g r e e
□  s t r o n g ly  d i s a g r e e
Breastfeeding increases mother infant bonding
Formula fed babies are more likely to be overfed than 
breast-fed babies
Mothers who form da feed miss one of the great joys 
of motherhood
Breastfed babies are healthier than formulated 
babies
116.
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3  Breast mik is more easily digested than fo rmula
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Breast-feeding is more convenient than formula 
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Wet nursing is the better choice if the mother plans to 
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Figure 8: Percentages of mothers’ with favourable attitudes to breast-feeding
In summary, the main research findings from phase I of study I have been the 
discussed. The following section discusses the main findings from phase two of study 1.
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5.3. Second phase results
47% (73) out of 160 mothers responded during the follow-up phase after baby was 
born. At this phase, 84% of mothers were aged less than thirty five, 52% (38) of infants 
were fed breast-milk and formula feed (combined feeding), 25% of infants (18) were 
bottle-fed and only 23% percent (17) were exclusively breast-fed. The majority of infants 
were aged between six and seven months (44%).
5.3.1. Mothers’ age groups at different phases
Table 15 shows the different age groups of mothers in the follow-up phase as well as 
during pregnancy. The majority of mothers in both phases were between twenty-five and 
thirty-four years (53% in the follow up and 46% during pregnancy). The percentage of 
mothers who responded in each group during the follow-up phase was not statistically 
significantly different from the responses of mothers in the initial phase (Chi-square test: 
P=0.55). This is desirable to be able to compare the groups legitimately.
Table 15: Age groups of mothers during pregnancy and after delivery
Age Groups at third trimester % (N) Age Groups at follow up phase % (N)
18-24 37 (59) 18-24 31(22)
25-34 46 (74) 25-34 53 (39)
35+ 17(27) 35+ 16(12)
Total 160 Total 73
5.3.2. Infants’ age during the foilow-up phase
Table 16 shows, the ages of infants ranged between three and eight months with a 
mean of 5.6 months and standard deviation 1.7. The majority of infants were at least six 
months old.
Table 16: Infant’s Age during the Follow up phase
Infant Age/months
Three months 
Four months 
Five months 
Six months 
Seven months 
Eight months 
Total
% (N) Mean
15(11)
15(11)
11 (8)
25 (18)
19 (14) 
15(11) 
100 (73) 5.6
Std. Deviation
1.7
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5,3.3. Mothers infant feeding behaviour at foiiow up phase
At the follow up phase, the mothers were categorised into five groups. These groups 
are: exclusively breast-feed, breast & bottle feeds, exclusively bottle-feed. Bottle feeding 
& Wet nurse with breast-feeding. Bottle & wet nurse. As shown in table 17, out of 73 
mothers 15 (20%) of them were in the exclusively breast-feed category. 37 mothers 
(51%) used mixed feeding (breast-milk and “formula” mWk). The number of women in the 
exclusively bottle-feed category (25%) was higher than in the breast-feed category. 
Interestingly two mothers (3%) used a wet nurse for breast-feeding and only one mother 
(1 %) used all types of feeding.
Table 17: Mothers’ current Infant feeding behaviour
Category of infant feeding % (N)
Exclusively breast-feed 20(15)
Breast and bottle 51 (37)
Exclusively bottle-feed 25 (18)
breast-feeding and wet nurse 3 (2)
breast-feeding, bottle and wet nurse 1 (1)
Total 73 (100)
According to WHO Global Data Bank definitions as shown in table 8 (the first phase
results) the categorisation of infant feeding for this study was reconstructed and listed in
table 18. Those involved with combined feeding were in the majority group 52% (38) and
25% of women bottle-fed their infants. The group who exclusively breast-feed reached
up to 23% (17) of the population. A total of 73% (28) of mothers exclusively breast-fed
their infant for the first four months.
Table 18: Mothers current infant feeding behaviour according to WHO definitions.
Category of infant feeding at follow up % (N)
Exclusive breast-feeding 23 (17)
Combined feeding 52 (38)
Bottle-feeding 25 (18)
Totai 100 (73)
Mothers who exclusively breast-feed for four months post partum. 28(37)
115
Maha Al-madani
5.3.4. Reasons for the shift from exciusiveiy breast-feeding
Mothers gave various reasons for why they chose not to exclusively breast-feed their 
babies. As shown in table 19, the main reason for shifting from exclusively breast-feeding 
was “not enough milk”, 45% (26), other reasons were ‘7 am busy sometimes”, 10% (6); 
“baby refused to be breast-fed” 9% (5); ‘’’having a hew pregnancy”, 7% (4), was also a 
reason of shifting away from breast-milk. Some mothers used “formula” feeding for 
emergency situations such as having an appointment or shopping or when they might be 
late feeding their infant. Consequently, those mothers 7% (4), preferred to give their 
infant bottle-feed during their absence. Only 5% (3) of mothers gave work as a reason for 
their shifting their behaviour.
Table 19: Different reasons for the shift from exclusive breast-feeding
Reasons % (N)
1- not enough milk 45 (26)
2- pregnancy 7(4)
3- taking Medication 5(3)
4- breast infection 3(2)
5- when going outside for shopping or appointment 7(4)
6- working 5 (3)
7- mother busy some times 10(6)
8- baby refused to BF 9(5)
9- Not enough milk and- mother busy some times. 9 (59)
Total 100(58)
5.3.5. Time of shifting from exclusively breast-feeding
As shown in table 20, 22% (16) mothers started to shift from exclusive breast-feeding 
to combined feeding from the first week post partum, with 4% (3) of them selecting 
exclusive bottle-feeding.
As shown in table 20, the majority of mothers who introduced complementary bottle- 
feeding with breast-feeding were in the first week and second month (22% and 18% 
respectively). An equal percentage of mothers started bottle-feeding from the first and 
third month (6%), whereas the rest shifted equally from the first week, second month and 
fourth month (4% for each).
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Table 20: The time of shifting from exclusive breast-feeding
When the shift happened
Feeding Not i
choice First . IS. 2nd ! S’'* ; 4th : 6th chang ; Total
switched to week month month ! month ! month ! month Month ed ! %(N)
Exclusive BF 0 0 0 0 0 0 0 17 23(17)
i.e. no switch
% (N)
Combined 22 8 18 0 1 3 0 0 52 (38)
feeding (16) (6) (13) (1) (2)
% (N)
Bottle-feeding 4 6 4 6 4 0 1 0 25 (18)
% (N) (3) (4) (3) (4) (3) (1)
Total %{N) 26 14 22 5.5 5.5 3 1 23 100(73)
(19) (10) (16) (4) (4) (2) (1) (17)
5.3.6. Relationship between mothers’ demographic 
characteristics and current feeding
Table 21 shows that the most common feeding outcome was the combined feeding 
group in all different mothers’ age groups. It is clear that younger mothers (< 34 years) 
exclusively breast-feed their children more than older ones (35+). However, p=0.44 for 
this observation, which is not statistically significant. Although there is no statistically 
significant relationship between mothers’ parity and their behaviour towards breast­
feeding,-40% of the total of primipara mothers, exclusively breast-fed their children 
compared with 15% of multipara mothers, with a p value of 0.07, which is not significant. 
This table also showed that there is no statistically significant relationship between 
mothers’ infant feeding and level of education. Interestingly, 25% of the illiterate women 
exclusively breast-fed their children, whereas only 17% of university education mothers 
exclusively breast-fed their infants. However, there were only four mothers in the illiterate 
group, making the comparison unreliable. The relationship between mothers’ working 
status and infant feeding outcomes appeared highly significant p=0.01. It is clear that 
22% of the mothers who stayed at home exclusively breast-fed their children compared 
to 0% of working mothers.
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Table 21: Mothers’ demographic characteristics in relation to infant-feeding outcomes.
Demographic
characteristics
Feeding outcome group
Exclusive BF 
N (%)
Combined feeding 
N {%)
Bottle- 
feeding 
N (%)
One way ANOVA
Age I years (N)
18-24 (22) 5 (23) 12(54) 5(23)
25-34(39) 12(31) 19(49) 8 (20) 5.1 (0.44)
35+ (12) 0(0) 7(58) 5(42)
Parity Chi-Square (p)
Primipara (20) 8 (40) 8(40) 4(20)
Wlultipara (53) 8(15) 31 (59) 14 (26) 5.3 (0.07)
Level of education
Illiterate (4) 1 (25) 1(25) 2(50)
primary-secondary (24) 6(25) 11 (46) 7(29) 3.3 (0.78)
high school (27) 6(22) 16(59) 5(19)
university level (18) 3(17) 11 (61) 4 (22)
Working status
Working (11) 0(0) 7(64) 4 (36) 3.8(0.01)
Not working (62) 16 (22) 32 (52) 14 (23)
Table 22 illustrates the relationship between the mother’s demographic variables and 
feeding outcome at four months post-delivery. The results in table 22 show a statistical 
significance between mother’s feeding outcome at four months and their age, parity and 
working status. The p values for these associations were 0.05, 0.004 and 0.03 
respectively. Younger, primipara and non-working mothers tended to breast-feed more 
than older, multipara and working mothers.
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Table 22: Demographic characteristics of mothers and feeding outcome at 4 months.
Demographic Feeding outcome group Unpaired 2-tailed
characteristics i ■1 Exclusive BF ! 
i N(%) i
Combined feeding or 
bottle feeding N (%)
1 t-test
Age / years (N)
18-24(22) 7(32) 15(68)
25-34 (39) 19 (49) 20 (51) 4.5 (0.05)
35+(12) 2(17) 10(83)
Parity Chi-Square (p)
Primipara(20) 13(65) 7 (35)
Multipara (53) 15(28) 38(72) 8.2 (0.004)
Level of education
Illiterate (4) 2(50) 2 (50)
primary-secondary (24) 9(38) 15(62) 12.9(0.12)
high school (27) 12 (44) 15(56)
university level (18) 5(28) 13 (72)
Working status
Working (11) 1(9) 10(91) 6.3 (0.03)
Not working (62) 27 (44) 35(56)
5.3.7. Mothers’ infant feeding attitudes, feeding intention and 
outcome
The cohort was divided into three categories according to both feeding intentions and 
.infaotrfeeding outcome,, (exclusively .breast-feeding, combined feeding,. and .bottler 
feeding). The differences in attitude scores between the groups were analysed. The 
MIIFAS showed good internal reliability, having a Cronbach’s a of 0.6 (see table 6).
The attitude scores (MIIFAS) shown in table 23 indicate that those who intended to 
feed “formula” milk exclusively had an overall mean score of 3.66, SD 0.32. Those who 
intended to exclusively breast-feed- had a higher overall mean score of 3.86, SD 0.32, 
and those who intended to have combined feeding had the highest overall mean score of 
3.91, SD 0.47. These differences in means were not statistically significant between 
groups (one-way ANOVA: p=0.17).
The allocation of mothers to these three follow-up groups (see table 21) was 
inconsistent. For instance, a mother who was interviewed at eight months after birth and 
had stopped breast-feeding at six months would be assigned in the combined feeding 
group. However, a mother who was interviewed at fourth months and was still breast­
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feeding exclusively would be allocated to the exclusive breast-feeding group, even if she 
later changed her feeding regime. In-order to assess outcome groups in a consistent 
way, a new variable stating whether or not the mother was exclusively breast-feeding at 
four months was created. Note that for eleven mothers it was impossible to know if they 
were involved in combined feeding or bottle-feeding strategies at four months. Therefore, 
the groups were combined into one.
Table 23 (the 3 columns on the right hand side) shows a statistically significant 
relationship between mothers’ behaviour towards breast-feeding and their attitudes. The 
mothers who exclusively breast-fed tended to have more positive attitudes than mothers 
who used combined feeding, to attitude 5: “formulae-fed babies are more likely to be 
overfed than breast-fed babies” and attitude 10: 'Breast-fed babies are more likely to be 
overfed than formula-fed babies”. Unpaired 2- sided t-tests yielded a p value = 0.02 for 
attitude 5, and 0.01 for attitude 10. The MIIFAS was able to identify those mothers who 
exclusively breast-feed at four months with an unpaired 2- sided t-test p value = 0.023.
120
Maha Al-madani
Table 23: Infant feeding attitudes, feeding intention and outcome
Infant-feeding attitudes Feeding intentions Feeding outcome at 4 months
Exclusive Combined BtF one Way Exclusive Combined Unpaired t-
BF (n=147) feeding (n=5) ANOVA BF (n=28) or Bt-F taiied test
Mean (SD) (n=8) 
Mean (SD)
Mean
(SD)
P Mean (SD) (N=45) 
Mean (SD)
P
Favourable to BF
3. Breastfeeding increases 4.4 (0.6) 4.5 (0.5) 4.2 (0.4) 0.41 4.4(1) 4.3 (0.5) 0.43
mother infant bonding
5. Formulae fed babies are 3.4 (1.2) 3.9 (1.2) 3.8 (1.1) 0.63 3.8(1) 3.2 (13) 0.02*
more likely to be overfed than
breast-fed babies
7. Mothers who formulae feed 3.1 (1.3) 3.7 (0.5) 3.6 (0.9) 0.94 3.7 (0.8) 3.5(1) 0.06*
miss one of the great joys of
motherhood
9. Breastfed babies are 4.3 (0.8) 4(1.3) 4.4 (0.5) 0.75 4.5 (0.7) 4.3 (0.9) 0.6
healthier than formulae fed
babies
12. Breast milk is the ideal 4.4 (0.7) 4.7 (0.5) 4.2 (0.4) 0.28 4.7 (0.5) 4.3 (0.8) 0.18
food for babies
13. Breast milk is more easily 4.4 (0.6) 4.6 (0.5) 4.2 (0.4) 0.03* 4.3 (0.8) 4.4 (0.6) 0.22
digested than formulae milk.
15. Breast-feeding is more 4.3 (0.8) 4.5 (0.5) 4.4 (0.5) 0.18 4.6 (0.5) 4.5 (0.9) 0.22
convenient than formulae
feeding
16. Breast milk is less 4.4 (0.7) 4.6 (0.5) 4.2 (0.4) 0.12 4.5 (0.5) 4.5 (0.5) 0.92
expensive than formulae milk.
17. Wet nursing is the better 2.7 (1.1) 3.5 (1.2) 2.7 (1.0) 0.01* 3.7(12) 3 .2 (14) 0.36
choice if the mother plans to
go out to work.
18. Breast-feeding for two 4.4 (0.7) 4.5 (0.5) 4 (0.7) 0.38 4.3 (0.8) 4.5 (0.6) 0.58
years is ideal for the baby
20. Wet nursing is as healthy 2.4 (1.0) 3.1 (1.1) 3(1.0) 0.08 3.7(1) 3.1 (1.3) 0.27
for an infant as breast milk.
Favourable to Bt feeding
1. The nutritional benefits of 3.2 (1.4) 3.1 (1.3) 2.2 (0.8) 0.21 2.8 (12 ) 3 (1 2 ) 0.42
breast milk last only until the
baby is weaned from breast
milk
2. Formulae-feeding is more 4.3(1.02) 4.6 (0.5) 4.2 (0.4) 0.92 4.5 (0.5) 4.4 (0.7) 0.55
convenient than breast­
feeding
4. Breast milk is lacking in 3.8 (1.1) 3.9 (0.8) 4 (0.0) 1.0 4.1 (0.8) 4(1) 0.13
iron*
6. Formulae feeding is the 3.2 (1.2) 3(1.1) 2.6 (0.9) 0.12 2 .9 (11 ) 2 .6 (11 ) 0.66
better choice if the mother
plans to go out to work
8. Women should not 3(1.2) 3(1) 3.8 (1.1) 0.54 3.7 (12 ) 3 .3 (11 ) 0.53
breastfeed in public places
such as restaurants
10. Breastfed babies are 3.9 (1) 4.4 (0.5) 4 (0.0) 0.69 4.3 (0.5) 3.8(1) 0.01*
more likely to be overfed than
formulae fed babies
11. Fathers feel left out if a 3.5 (1.1) 3.5 (1.3) 3.8 (1.1) 0.93 4.2(1) 3.7 (11 ) 0.47
mother breasts feeds
14. Formulae is as healthy for 3.9 (0.9) 4.2 (0.7) 3.4 (1.3) 0.48 4(1) 4 (0.7) 0.39
an infant as breast milk
19. Mixed feeding (bottle and 2.7 (1) 2.5 (1.2) 2.2 (0.4) 0.41 2.4 (1) 2.1 (0.8) 0.99
breast-feeding) is more
practical for mothers today.
Total score 3.86 (0.3) 3.91 (0.5) 3.7 (0.3) 0.39 4 (0.4) 3.7 (0.3) 0.023
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The 73 mothers who were assessed for mean attitude score at four months (as 
shown in table 24) were found to have a significantly higher mean attitude score at follow 
up (Paired t-test: p=0.023).
Table 24: Mean attitude summary statistics
Stages . N Type of feeding 
Exclusive BF Mean Combined or bottle- feeding Mean 
(SD) (SD)
Third trimester 73 3.8 (0.4) 3.7 (0.3)
At 4**’ month post 73 4 (0.36) 3.7 (0.3)
partum
Paired t-test: p=0.023*
5.3.8. Validity of the scale
For MIIFAS validity in the second stage of the study (feeding outcomes), mothers 
indicated more favourable attitudes towards breast-feeding than bottle-feeding. Table 24 
shows that mothers who attempted exclusive breast-feeding had a higher overall mean 
attitude score of 3.8, SD 0.4 when compared with those who used combined feeding or 
had not breast-fed (overall mean score of 3.7, SD 0.3) The mean attitude difference was 
shown to be statistically significant. The MIIFAS is able to identify those mothers who 
exclusively breast-fed at four month with One Way ANOVA: P = 0.05.
Table 25: fbliow lip rhèàn attitude score-third t'rlmestef itièàn àttltiidé score 
Feeding behaviour after delivery % (N) Mean (SD)
Exclusively breastfeed (i.e. no switch) 23(17) 0.17(0.4)
Combined feeding 52 (38) 0.04 (0.3)
Bottle-feeding 25(18) 0.13(0.3)
Total 100(73) \  0.084(0.3)
One Way ANOVA: P=0.05*
5.3.9. Relationship between mother’s intention towards breast­
feeding during the third trimester and behaviour at four months 
post delivery
Table 26 shows that of the 67 of the mothers who intended to breast-feed, 27 of them 
exclusively breast-fed and 40 used combined feeding. Of the six mothers who intended 
to combine feed, two of them decided to exclusively breast-fed and four chose combined
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feeding or changed to bottle-feeding later on. Table 26 also shows a statistically 
significant relationship between mothers intention and their behaviour towards breast­
feeding at four months post partum (p= 0.05).
Table 26: Relationship between feeding intention and outcome at 4 months post Delivery
Feeding intentions (N) Feeding outcome at 4 months
Exclusively BF Combined or bottle-feeding 
(n=28) (n=38)
Chi-
Square
(P)
Exclusively breast-feed (67) 27 40
Combined feeding (6) 2 4 0.05*
Summary:
In summary, the findings of study 1 for both phases were not different from previous 
studies conducted in Saudi Arabia, which confirm the reliability of the results. Similarity 
and differences between current studies and other studies conducted either in Saudi 
Arabia or in other countries are be discussed in the following chapter.
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Chapter 6: Discussion of study one
Breast-feeding is one of the key issues within public health. Many health 
organisations such as the WHO, AAA, LLLI and UNICEF stress the importance of breast­
feeding and give responsibility for every society to ensure that breast-feeding is assisted, 
encouraged, promoted and supported to meet every child’s health development. It is 
thought that problems associated with breast and bottle-feeding are a phenomenon of 
Western societies. However, through experience as an instructor for Saudi nurses in a 
teaching hospital maternity unit it has been observed that bottle-feeding is increasingly 
dominating in a Saudi Muslim majority society.
This chapter discusses the findings of the first stage, followed by the limitations 
experienced. Some recommendations for practice, policy and further research are also 
considered.
6.1. Mothers’ demographic characteristics
Research studies have examined the different factors associated with breast-feeding 
behaviour including the demographic characteristics associated with the women making 
the infant feeding choices (Grjibovski et al. 2008). As it was pointed out in chapter three 
(section 3.2.1), maternal age and parity have been associated with both initiation and 
duration of breast-feeding. In this study, the mean age of women was 27.7 ± 6 and the 
majority of them were between the ages of 25 to 35. Women’s ages in this study were 
similar to a study conducted in Dammam in the same region eastern of Saudi Arabia, 
where the mean age was 29+7 (Al-Sinari. 2006). Similarly, in the north of Saudi Arabia, 
Taif and Abha; conducted a studies where the mean age of women in both studies were 
28+6 (Madan et al. 2000 and Khattab 2000 cited in Al-Sinari. 2006 pp: 22). In addition, 
one of the recent studies conducted in central Saudi Arabia, in Riyadh, about factors 
affecting mother’s choices, decisions related to breast-feeding practices and weaning 
habits showed that the majority of women’s ages were between 21-36 (76%) and only 
9% were more than 36 years old. There was no difference in the mothers’ ages in 
Kuwait, according to Al-Fadli et al. (2002), who conducted a study about breast-feeding 
among children of less than two years. Women aged between 20 to 29 represented 52% 
of the sample size.
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The women’s ages also seemed to be similar in Northern Ireland; the majority of 
women who gave birth in 2009 were aged 30 or over (49%) (Northern Ireland Statistics 
and Research Agency 2009 (NISRA). Whereas, the studies conducted in Canada and 
the USA show different women’s mean ages. A Canadian study, (Semenic et al. 2008) 
stated that the age of participants ranged between 19 to 42 years. A further study in the 
USA (Chapman, 1999), reported that the mean age of women was 29.5 + 7. An 
additional study in the USA found that 60% of women aged between 20 to 29 and 35% of 
women were between 30 to 39, which means that on average, mothers’ ages are higher 
in Canada and America than other countries. Although Saudi women’s reproductive age 
is rising, it is still lower than in Western society, where women tend to get married and 
have children at an older age than Saudi women. In Middle Eastern countries, including 
Saudi Arabia, women tend to have children younger than in Western countries. 
Therefore, it is important to educate women and men in Saudi Arabia early during their 
school years about the importance of exclusive breast-feeding for the first two years of 
infant life.
In study 1, women who breast-feed for a longer duration tended to be younger (25- 
34) and unemployed, whereas women who breast-fed for a shorter duration i.e. less than 
four months were older (> 35) and were working mothers. None of the 85% of mothers 
aged 35 years or more who intended to breast-feed, did so at four-months post partum, 
while Ford and Labbok (1990) claimed that mothers who breast-feed for a longer 
duration were older and better educated. Findings from study 1 highlight that older 
working mothers are stop breast-feeding earlier than the young mothers do. This 
indicates that the age alone was not the only reason for those mothers to stop breast­
feeding early. Work may play an important factor, which is investigated further in study 2 
(see 8.3.1.2.).
Socio-economic status has also affected Saudi women’s role in society. The 
increased expense of life all over the world including Saudi Arabia forces some Saudi 
women to work and help her family economically. On the other hand, economic growth or 
development did not produce the forces required to modify the cost of children to the 
same degree in all families. This may be because the cost of children is supported by the 
government, and includes the provision of free education and free health services. In 
addition, the views of the society still maintain that a women’s role in many Saudi families 
is at home.
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The majority of women in study 1, had high school education and about 16% were 
university educated. A total of 43% of women were either illiterate (7%) or only had 
primary-secondary education (36%). A recent study in Saudi Arabia, in Riyadh showed 
similar results, regarding the education levels of mothers. Women’s education in this 
study was mainly in high school (56%) and 44% of women had no education or basic 
education (Al-Shoshan 2007). In Dammam, another study showed similar findings; 24% 
of women were either illiterate or had only primary-secondary school education. 56% of 
women had high school education or higher education (Al-Sinari 2006). In the current 
study, there was no statistically significant difference between a mother’s level of 
education and their behaviour towards breast-feeding. Only four mothers in the follow up 
phase were illiterate and removing them from the comparison (because they are few and 
could affect the results), made no difference to the result.
A Woman’s level of education has had a remarkable influence on breast-feeding 
initiation and continuation, as pointed out in chapter three (section 3.2.2). In developed 
countries, it seems that more educated mothers are the ones more likely to breast-feed 
for longer, whereas in developing countries the reverse is true (Scott et al. 2000; Dubois 
& Girard 2003). Education in Saudi Arabian society may not play an important factor in 
breast-feeding decisions. Breast-feeding infants is a common method of feeding in Saudi 
traditional culture. Islamic instruction on the importance of breast-feeding and cultural 
norms possibly makes the level of education become irrelevant to Saudi mothers.
Only 13% of mothers in study Î, were working and 87% stayed at home, the  same 
results were found in other studies in Dammam; 77% of women stayed at home whereas 
only 23% worked (Al-Sinari 2006). A study carried out in Riyadh showed that 89% of 
women stayed at home and only 11% were worked (Al-Shoshan 2007). The findings of 
the current study reflect the current state of women’s employment in Saudi Arabia, which 
has been confirmed by other studies. In addition, study 1 showed that the majority of 
mothers; 139 (87%) had not been employed and that the lowest proportion of infants 
receiving any breast-milk at four months were from those mothers who had a job. In 
study 1, only one (9%) of the working mothers intended to breast-feed exclusively during 
the third trimester did so at four months post-partum. The infants of employed mothers 
had a more rapid cessation of breast-feeding compared to non-employed mothers. In 
Jordan; a neighbouring country, higher women’s education and employment rates 
affected the rate of infant breast-feeding. As shown by Khssawnah et al. (2006), working 
mothers were less likely to breast-feed than non-working mothers were.
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Over the past 100 years Saudi Arabia has experienced social changes in population 
growth, education, urbanisation, and women’s participation in the labour force (section 
2.4.1). Women’s level of education has influenced their employment status. The latest 
statistics shows that 54% of university graduates were women (section 2.4.1). The level 
of education in Saudi women has changed over five years. Shawky and Abalkhail, in 
2003) showed that 39.5% of the respondent had never attended school and 49% were in 
primary-secondary education and only 1% obtained university level education. These 
results, compared to current figures indicate that the number of women enrolling in 
education is increasing in Saudi Arabia. The argument here is that the more women get 
educated, the more chance there is for them to be employed and the more likely it is for 
them to use combined or bottle-feeding. However, the Saudi Ministry of Labour and 
Social Affairs has implemented new laws to protect women in the work force. Under the 
labour law "pregnant women are protected from termination due to maternity leave 
Issues. Women get ten weeks of maternity pay- in addition to the one month paid 
vacation allowed to ail workers” (Fatany 2006).
The challenges begin when the mother gets a job; in particular, the difficulty of 
breast-feeding in Muslim cultures where the mother’s emphasis is on privacy and 
modesty when breast-feeding. This emphasis stems from the Islamic belief that there are 
parts of the male and female body that must be covered at all times in front of those who 
are not close family members (Shaikh & Gatrad 2001). Consequently, the lack of a 
private area for women who work and the lack of nurseries for infant care near their jobs 
may result in some women not breast-feeding. Additionally, the long distance between 
the mother’s place of work and her home may have influenced her against breast­
feeding. These concerns may prompt the Muslim woman io "formula” -feed or bottle-feed 
expressed breast-milk to her infant in places not providing this privacy, instead of directly 
breast-feeding.
Study 1 showed that 67% of women were breast-feeding at the first week of infant life 
and about 33% continued breast-feeding at the third month. At six months post-partum 
only 53% of infants were receiving any breast-milk while 23% of mothers were continuing 
to breast-feed. This decline was among older women more than thirty-five years old, who 
had previous children, who were working and who had higher level of education. The 
same practice was reported by El Mouzan et ai. (2009) that 51.4% of mothers introduced 
bottle-feeding by the first month and 90% by the sixth month of age. Another survey 
carried out by Al-Jassir (2004) in Riyadh showed that 99.9% of children were breast-fed
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during the first week after birth. About 52.7% of infants continued being breast-fed for 
more than 6 months, 30.8% for more than 12 months and 18.8% for more than 24 
months. These results are much lower in comparison to the survey by Al-Shehri et al. 
(1995). They found that the percentage of breast-feeding at the end of the first month 
was 94%, which declined to 84% at the end of the sixth month. The previous figures 
could reflect the continuation of falling rates of exclusive breast-feeding in Saudi Arabia. 
This emphasises the increasing need to focus on the importance and promotion of the 
initiation and continuation of breast-feeding in our communities, especially in educated 
and working mothers. Study 1 showed that combined feeding is the most frequently 
practised method of infant feeding in Al-Khobar in Saudi Arabia. This is consistent with 
the Alwelaie et al. (2010) and Batterjee (2010) studies carried out in the central and 
western region of Saudi Arabia.
The percentage of mothers who initiate breast-feeding reached 67% in study 1, which 
is similar to Al-Sinary’s (2006) findings (68%). The percentage of breast-feeding initiation 
at birth indicates that Saudi mothers are willing to breast-feed. However, the early 
introduction of "formula” milk from the first week reduced the period of exclusive breast­
feeding. Although breast-feeding initiation in Saudi Arabia is high, it is much lower than in 
other countries, such as Australia, Canada, North America and the UK. Initiation of 
breast-feeding in Australia reaches 87.8% (Amir & Donath 2008); in Canada, 79%; North 
America, 83% (Dennis 2002); and in the UK 80% of mothers initiate breast-feeding 
(Noble 2001). The mother's feeding behaviour in study 1 may reflect the effect of rapid 
socio-economic development, which brought about huge changes especially in changing 
the role of women from householder to worker outside of the home. Urban migration and 
wealth had profound effects on breaking up the extended family network. Education and 
employment of Saudi women and the increase of nuclear families, as well as the lack of 
nurseries near their work have influenced the presence of foreign housemaids. An 
increasing number of housemaids may therefore increase the use of "formula” milk and 
decrease exclusive breast-feeding. There is evidence of women shifting from exclusive 
breast-feeding early in many developing countries.
Many studies have reported rapid declines of breast-feeding rates within the first 
months after birth (Scott et al. 2001, Dennis 2002). In study 1, only 33% of women 
exclusively breast-fed at three months of the infant's life, and North America and Canada 
have been shown to have similar decline rates at the fourth month post-partum (29%, 
and 40% respectively) (Scott et al. 2001; Dennis 2002). Although the Baby Friendly
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Hospital Initiatives are more common in Western countries than in Saudi Arabia, the 
effect of such initiatives appears to be more on the initiation but not on the continuation 
of breast-feeding.
The rapid decline of exclusive breast-feeding in early infant life in Saudi Arabia may 
be a result of increased female responsibilities, especially for those women who have 
other children and are working. According to Islamic teaching (section 2.2), the main 
responsibility of Muslim women if she has children is to guarantee that she gives 
appropriate child rearing and makes her home a place of peace and comfort. She also 
has the right to work outside the home if this will not affect her primary responsibility. 
Therefore, this may play an important role for the mother to chose either combined or 
bottle-feeding to be able to accomplish her work both in and outside home.
The issue that is the main concern in study 1, is reduced breast-feeding rates in 
those women who do not have many children and are not working. This may indicate a 
lack of support from the community, in terms of the availability of private places for 
mothers to breast-feed, and from family, where nuclear families are increasing, and from 
the hospital where mothers may be influenced by the routine, which does not support 
exclusive breast-feeding as mentioned in chapter two (2.4.1). Saudi Arabia is currently 
experiencing social change at a rapid rate, driven by oil wealth and the government’s 
commitment to provide the best for the Saudi community. The Kingdom in the past fifty 
years has spent billions of Riyals on physical, social and economical infrastructure, 
including health care, modern education, transportation, sanitation and communication. 
These developments may have brought changes in the Saudi women’s roles and as 
result may have affected the breast-feeding rate (see 2.4.1.). A mother’s self-confidence 
may also play an important role in shortening the breast-feeding period., which will is a 
factor discussed later in this chapter. A mother’s intention towards breast-feeding during 
pregnancy toward also has a significant affect on her attitude and behaviour. This 
opinion is argued in the following section.
6.2. Mother’s intention and attitudes towards infant 
feeding
Many studies have shown a strong relationship between women’s intention to breast­
feed and the actual duration of breast-feeding. How a mothers’ intention towards breast­
feeding can affect her actual decision also received attention herein as mentioned in
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chapter 3 (section 3.2.3.). In study 1, it was found that when mothers’ intention was 
compared to demographic characteristics, women who intended to breast-feed had less 
than 12 years of education, were between 25-35, and were primipara women who were 
not working. These demographic characteristics were different in those who intended to 
bottle-feed.
From the data, it is clear that 92% of Saudi mothers intended to breast-feed and only 
8% intended to use other types of infant feeding. This high percentage of intention to 
breast-feed may be related to many different factors effecting women who live in Saudi 
Arabia. Social-cultural effects and religion in Saudi Arabia have a large positive 
influence on mothers’ intentions towards breast-feeding (section 2.1, 2.2.). A natural 
awareness of the importance of breast-feeding seems to continue in Saudi Arabian 
society, which is reflected by social roles that implement breast-feeding, as à child’s right 
and part of a mother’s duty. Evans et al. (2004) claimed that women who initiate and 
continue breast-feeding are surrounded by people from their community who breast-feed 
or support breast-feeding. This social support was found to have more affect on 
women’s infant-feeding decisions than health professionals did (Humphreys et al. 1998). 
Therefore, women in the current intended to breast-feed more than intending to use 
other types of infant feeding. In study 1, the three mothers who intended to wet nurse 
included a 23 year old pregnant woman with high school level of education, working as 
an administrator; an illiterate, multipara mother (with 6 children), , and a primipara 
mother with high school education. Neither of the latter two mothers worked. It was 
interesting to study these mothers and find out the reasons for selecting a wet nurse for 
their babies.
The difference between the overall score on the MIIFAS for women who intended to 
exclusively breast-feed and women who intended to use other types of feeding was not 
statistically significant (one way ANOVA: p=0.17). Therefore, the validity of the scale was 
revised when the second phase was conducted. The difference in the mean attitude 
score of the MIIFAS in the follow-up phase was statistically significant for two clearly 
defined groups of mothers (unpaired 2 t-tailed test: p=0.023). The MIIFAS was able to 
predict the duration of breast-feeding in exclusive breast-feeding groups or with 
combined feeding/bottle-feeding mothers at four-month post partum. Although the 
number of mothers who still exclusively breast-feed during the follow up phase is low 
(24%), it was clear that all mothers in different groups reflected more favourable attitudes 
towards breast-feeding. This finding was expected because during data collection it was
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clear from the mothers’ statements that those who gave combined feeding, often only did 
so in emergency situations such as when ‘having an appointment’, or when the ‘baby is 
crying too much’ or ‘only once at night’. Bottle-feed was not given on a regular basis. 
Thus, these mothers were almost exclusively breast-feeding but as they used bottle- 
feeding at times, they were categorised in the combined feeding group.
As shown in table 22, maternal attitude scores were the predictor for exclusive 
breast-feeding at four months post delivery, especially towards attitudes 5: "Formula fed 
babies are more likely to be overfed than breast-fed babies" and 10: "Breast-fed babies 
are more likely to be overfed than "formula” fed babies. This finding was expected 
considering that the majority of mothers (53%) were using combined feeding. Also, 92% 
of mothers intended to breast-feed. Therefore, the majority of mothers have positive 
intentions and attitudes towards infant breast-feeding in spite of their behaviour. Attitudes 
towards breast-feeding were positively related to breast-feeding behaviour in Saudi 
Arabian mothers. Therefore, the MIIFAS tool is valid and able to identify those mothers 
who exclusively breast-feed at four months (unpaired 2 t-tailed test: p=0.023).
6.3. Reasons for not continuing to breast-feed
There were many reasons for mothers in study 1, for not continuing to breast-feed 
exclusively. The main reasons mothers stated were firstly; 7 don’t have enough milk’ 
secondly, 7 am busy sometimes’ and thirdly, that the mother was pregnant again. 45% of 
mothers claimed 7 don’t have enough milk’, which is the same reason given by "mothers 
who participated in a study in Canada (Semenic et al. 2008). Back in Saudi Arabia, in 
Dammam, 46% of the participating mothers also gave the same reason for shifting to 
bottle-feeding (Al-Sinari H. 2006).
A survey carried out by Al-Jassir (2004) in Riyadh showed that the main reason for 
bottle-feeding most often stated was "not having enough milk” (66.1% of the 
participants). Al-Jassir (2006) also conducted a cross-sectional study in different regions 
of the kingdom of Saudi Arabia. Around half of the mothers (48.3%) stated ‘not having 
enough milk’. The same findings were found in Saudi Arabia sixteen years earlier by 
Kordy’s et al. (1992). 30.9% of women in this cohort also stated that the most common 
reason for terminating breast-feeding during the first year was ‘insufficient milk’. Also in 
Saudi Arabia in 1995; 11 years before the Al-Jassir study, it was also found that 40% of 
women stated ‘scanty milk’ as a reason for terminating breast-feeding (Al-Shehri 1995).
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The numbers of mothers who used the statement ‘‘not having enough milk” as the reason 
for introduction of bottle-feeding during the last sixteen years has elevated. However, it is 
apparent that many Saudi women are unlikely to actually experience insufficient milk 
production, given that physiological studies have claimed that only 1-5% of women have 
real difficulties in milk production and supply. Therefore, the reasons for stopping or 
shifting from breast-feeding are a complicated interplay of factors, some of which may be 
psychological.
It is known that in order to produce enough breast-milk, prolactin and oxytocin 
hormones are needed.. It takes several minutes of the infant sucking at the breast to 
enhance the production of prolactin. At the same time, the release of Oxytocin due to 
infant sucking helps to produce milk ejection (Riordan 2009). It is understandable from 
Al-Shehri (1995); Kordys et al. (1992) and Al-Jassir (2004& 2006) that women in Saudi 
Arabia believe that they do not have enough milk from the beginning of infant-feeding, 
which may lead mothers to start the bottle-feeding early in the infant life. Consequently, 
the amount of milk produced decreases due to lack of prolactin and oxytocin production. 
This vicious circle often means that the mother at first uses combined feeding and then 
may be exclusive bottle-feeding (Appendix 13).
It has been found that there is a strong relationship between women believing they 
have insufficient milk and their self-confidence. This is discussed in the following section.
6.3.1: Mafema/ se/f-con/idence /n rie/àf/ôn fo mswffyc/enf breasf- 
milk
Maternal confidence has been associated with perceptions of insufficient milk supply. 
Conversely, women who consider that they do produce enough milk have a positive 
attitude toward breast-feeding, and succeed in overcoming problems during breast­
feeding (Dines 2001). Heath et al. (2002) and Lewallen et al. (2006) claimed that 
maternal breast-feeding confidence is associated with perceptions of insufficient milk. 
Mothers using the phrase “not enough milk" may use this as an excuse to start bottle- 
feeding or this may actually be due to low self-confidence. Lack of self-confidence might 
be as a result of insufficient knowledge about breast-feeding or due to huge 
advertisements of “formula” milk showing healthy looking babies.
Buxton et al. (1991) found that women who did not room-in with their infants were 
three times more likely to discontinue breast-feeding. The benefits of rooming-in are to
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help to enhance breast-feeding demand (every 2-3 hours) and consequently enhance 
breast-milk production. It has been found that starting “formula” milk at the first few days 
post-partum has been associated with an increased risk of breast-feeding failure 
(Sheehan et al. 2001). This practice may influence mothers' confidence about their milk 
production. It has been shown that the onset of lactation effects the method of infant 
feeding in latter life. A study performed in Kuwait, found that in 79% of infants who were 
breast-fed exclusively, breast-feeding was initiated within the first hour of birth, compared 
to 44% who initiated breast-feeding later. Chapman & Peres-Escamilla (1999), claimed 
that one of the risk factors for delayed onset of lactation was exclusively “formula” 
feeding before the onset of lactation. Self-confidence becomes one of the important 
factors that affect mother’s initiation and continuation of breast-feeding. Another very 
important factor that helps the mother to continue exclusive breast-feeding is post­
partum breast-feeding support (Booth and Seals 84 cited in Wamback 1998). The gap 
between governmental policy regarding breast-feeding support and actual practice may 
have an important affect on why exclusive breast-feeding in Saudi Arabia is decreasing.
The second reason for mothers choosing not to exclusively breast-feed was because 
they are ‘busy sometimes’ (19%). Saudi women are responsible of taking care of their 
husbands, children and looking after their household. Moreover, according to the norms 
in Saudi society friends, neighbours and relatives come to see the new child and 
congratulate the parents. Guests in Saudi Arabia are given a special kind of hospitality, 
the best food and drinks should be provided for them. Generosity is a part of Saudi 
culture; consequently, this may affect the mother’s time management and as a result 
affect her breast-feeding behaviour.
The other reason mothers gave for ceasing to breast-feed was becoming pregnant 
again. Pregnancy rates are high in Saudi Arabia because family planning is not well 
developed and, there is no family planning clinic. Islamic religion in Saudi Arabia may 
also influence the high birth rate and low amounts of contraceptives used. Varying 
interpretation of religious principles by local and religious leaders also affect behaviour 
towards contraception.
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6.4. The role of a wet nurse in Islam and the changes due 
to socio cultural and economical development.
Wet nursing has been the norm and a traditional practice in the community of Saudi 
Arabia with reference to chapter two (section 2.2). However, the change from an 
agricultural economy to ah industrialised one is quickly altering the pattern of social and 
cultural attitudes in Saudi Arabia. This effect is more pronounced in the urban areas. As 
it is clearly shown in figure 5, 52% of mothers in study 1 disagreed and strongly 
disagreed that a wet nurse is the better choice if the mother plans to go out to work. 64% 
of the mothers also disagreed and strongly disagreed that wet nursing is as healthy for 
an infant as breast-milk. This large number of women who do not like the idea of a wet 
nurse to feed their infant may be due to the increasing number of families in Saudi 
Arabia, especially the non-Saudi who tend not to know each other. Families often move 
from their cities looking for jobs, and are exposed to the commercial promotion of a 
considerable number of milk formulas in the local market. All of these factors encourage 
women to bottle-feed rather than looking for a wet nurse. In addition, to find a wet nurse 
is not as easy as before. It is rare for a women to have one of her family members or a 
neighbour willing to take care of the baby and nurse him/her while the mother is away, 
during an emergency situation or while the mother is finishing her work. The wet nurse 
now is becoming a support to the mother rather than requiring payment.
6.5. Reliability of the lyijiFAS
The MIIFAS is reliable with Cronbach’s alpha = 0.60, which means that this scale can 
be used to test mothers' attitudes towards breast-feeding in Saudi Arabia. When 
comparing study 1 to the study of De La-Mora (1999), who conducted a study of three 
different data sets using 11 FAS, it is clear that study set #1 and #2, involved a large 
sample of new mothers who had not yet decided the method of infant feeding, while in 
study set 3 all mothers were breast-feeding. Unpaired 2 tailed t-tests were used to 
compare the mean attitude scores from questions 1-16 of study 1 with the other three 
previously published data sets. The attitudinal score in study 1 shows a statistically 
significant higher mean score than study sets #1 and #2 cited in De la-Mora paper (1999) 
(P< 0.0005)., Whereas study set #3 in De la-Mora paper shows no statistically significant 
difference to the data collected in study 1 (mean score P=0.43). These results suggest 
that mothers in study 1 have more positive attitudes to breast-feeding than those in the 
other two data sets of study set #1 and study set #2 Attitudes in study 1 were closer to
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the mothers’ attitudes in the data set of study set #3. Mothers in data set #3 had already 
started breast-feeding in the hospital when they completed the questionnaire, whereas 
the mothers in the study 1 were still pregnant and were possibly more consistent in their 
opinions.
For the reliability tests in study 1, Cronbach’s alpha (a=0.60) is not as impressive the 
Cronbach’s alpha score in study set #1 and set #2 cited in the De la-Mora paper, but was 
much closer to study set #3; a study involving women who had initiated breast-feeding 
while staying in the hospital. This means that most of mothers in study 1 had a positive 
attitude towards breast-feeding, while in study set #1, set #2 cited in De la-Mora paper, 
the breast-feeding outcome is unknown.
6.6. Theory of Planned Behaviour (TPB)
The TPB (4.2.4) assumes that intention affects people’s behaviours, which for study 
1, is manifested by maintaining breast-feeding through four months post-partum. The 
findings therefore support the TPB in predicting breast-feeding behaviour. In previous 
studies, attitudes toward infant feeding have been found to be dominant predictors of 
infant-feeding intention and initiation (Fairbrother et al. 2010 & Dyson et al. 2010). 
Women in the aforementioned study in general had more positive attitudes toward the 
feeding method ice that they chose. In the study 1, the mothers were had positive 
attitudes towards breast-feeding regardless the type of infant-feeding they decided to 
irfiplérhèht. This positive attitude màÿ. bé due to the social, feligiôûs and cultüfai factors 
mentioned before (section 2.1. & 2.4.).
Intention is explained as a behavioural tendency; intentions are assumed to “capture 
the motivational factors that have impact on a behaviour” (Ajzen 1988 p: 113). For study 
1, intention was described as a women’s plan of her infant feeding after giving birth. In 
the TPB, Ajzen (1988) argued that the intention-behaviour relationship can be altered by 
internal and external factors. In study 1, for example, 92% of mothers intended to breast­
feed but due to the above mentioned reasons, they did not reach their breast-feeding 
goal.
Study 1 showed no correlation between women’s attitude and intention to breast-feed 
in the first phase of the study where mothers were still pregnant. Stockdale (2001) 
reported similar findings after assessing the attitudes and personal beliefs towards 
breastfeeding in women. These findings are not congruent with the TPB, which pointed
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out the strong relationship between attitudes and the person’s intention to perform the 
behaviour (Ajzen 2006). While in the second phase, the relationship between mothers’ 
intention toward breast-feeding at the third trimester and their attitudes at four-month 
post-partum were statistically significant which is congruent with the TPB.
6.7. Conclusion
In conclusion, study 1 aimed to assess the influence of maternal breast-feeding 
intentions on the actual practice, and at the same time provide the opportunity to validate 
the MIIFAS (Appendix 10) in the Saudi community. To date, there has been no validation 
of this instrument among Saudi Arabian mothers published elsewhere. The primary 
finding from the study 1 shows that MIIFAS can be used in Saudi Arabia in order to 
predict mother’s exclusive breast-feeding behaviour at four months post-partum. The 
MIIFAS will therefore help Saudi health professionals to identify the mothers who need 
health education support early in pregnancy.
There was a lack of exclusive breast-feeding support among the respondents with 
regard to self-confidence, physiology of lactation and management of breast-feeding 
problems. Furthermore, the respondents in study 1, were generally quite knowledgeable 
about the benefits of breast-feeding, such as the increase in mother baby bonding and 
breast-milk being the ideal food for babies. However, continued exclusive breast-feeding 
for the first six months post-partum was not highly appreciated. This is consistent with 
reports fforh other research in Saudi Arabia, which indicate that the breastfeeding rate in 
Saudi Arabia remains well below desirable standards. On the other hand, other studies 
worldwide on infant feeding practices revealed that, prolonged exclusive breast-feeding 
is uncommon and early supplementation is becoming the norm. Self-confidence and 
support are important factors that may increase breast-feeding initiation and 
continuation.
There were no differences between primipara and multipara women regarding their 
intention to breast-feed. There was no statistical significance between women’s attitudes 
and demographic variables. The women’s parity was the only variable that yielded a 
statistically significant comparison to attitude in the questionnaire. The reliability and 
validity of the scale was indicated in study 1.
Initiation of breast-feeding is not as high as it used to be (67%) in Saudi Arabia and to 
worsen the issue, this level is not maintained. Complementary feeding is introduced at
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the first day of delivery (33%) and at month six. Only 33% remained exclusively breast­
feeding at three months of the infant’s life and by the time of the follow-up, regardless of 
the infant’s age, only 23% of mothers exclusively breast-fed.
None of the mothers of 35 years or older exclusively breast-fed their children at 
fourth months. One of the working mothers exclusively breast-fed her children at fourth 
months. Although respondents agreed that breast-milk was healthiest for the infant and 
92% of them intended to exclusively breast-feed, their behaviour towards breast-feeding 
was conflicting. The trend is to move away from breast-feeding in Saudi Arabia, 
particularly among educated and working women regardless of their awareness of the 
importance of breast-feeding. The practice of combined feeding has become the norm in 
Saudi Arabia. The increase in the number of Saudi women participating in the labour 
force may influence the breast-feeding rate and could consequently have an effect of the 
health of babies in Saudi Arabia.
Prediction of breast-feeding duration was good in this study 1. Maternal intention was 
not a predictor of infant feeding attitude before delivery, but was a predictor for attitude 
and behaviour at four months post-partum. However, in study 1, the influence of religion 
and cultural factors appeared to influence breast-feeding intention but not behaviour. In 
study 1, women held positive attitudes and intentions towards breast-feeding but the 
enactment of breast-feeding behaviour was low. Measurement error must be considered 
as a potential problem contributing to the lack of support.
6.8. The null hypothesis for quantitative study was:
There will be no difference in prenatal attitudes towards breast-feeding between mothers 
who breast-feed their infants and those who do not. The findings of study 1 support the 
hypothesis. The difference between the overall score on the MIIFAS for women who 
intended to exclusively breast-feed and women who intended to use other types of 
feeding was not statistically significant.
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Chapter 7: Analysis of the Interview Data
Study two 
Introduction
The purpose of this chapter is to demonstrate how the data were organised, analysed 
and synthesised in a structure that facilitated a clear account of Saudi women’s’ breast­
feeding experiences. In addition, this chapter emphasises the analytical process 
informed by Interpretative Phenomenological Analysis (IPA), which is grounded in 
phenomenological philosophy, hermeneutics, and Ideography, as discussed in chapter 4 
(section 4.3). This chapter demonstrates step by step how I PA was used, by 
demonstrating the initial analysis technique employed to identify meaning and formulate 
codes from some examples from the raw. In addition, the chapter identifies methods 
used in the study to ensure the trustworthiness of the findings.
Breakwell et al. (2006) stressed that it is important for the researcher to be totally 
immersed in the data, to the extent that it is like stepping into the participant’s shoes. The 
researcher’s aim is to understand and provide evidence of the participants’ sense making 
with respect to the topic under investigation, and at the same time, the researcher 
documents her/his own sense making. According to Smith (2007) and Smith et al. 
(2009),. the researcher may. use the following sequence:.................  ............ ............
, 1) Several close, detailed readings of the data have to be made, to obtain a holistic 
perspective so that future interpretations stay grounded within the participant’s 
account.
2) Initial themes should be identified and organised into clusters and checked 
against the data.
3) Then themes must be refined and condensed, and examined for connections 
between them.
4) A narrative account of interplay between the interpretative activity of the 
researcher and the participant’s account of her experience in her own words 
should produce data.
Smith (2008) proposes that when the researcher is totally immersed in frequent 
revising and reflecting on the data, meaning and possible new insights emerge. The 
following section describes the detailed approach to the analysis of interviews using I PA. 
At the same time it was considered that the qualitative analysis is "Inevitably a personal 
process, and the analysis itself Is the interpretative work, which the investigator does at
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each of. the stages” (Smith 2008:67 The data of the first interview transcript was 
therefore analysed in detail before moving on to the rest. This process "follows the
idiogràphic approach to analysis, beginning with particular examples and then only
slowly working up to more general categorisation or claims” (Smith 2008:67).
Three tools were used to aid data analysis:
1. Field notes
2. MAXQDA software
3. Repetitive reading of the transcript to allow new insights to emerge.
7.1. Field notes
First, in study 2, a record of all initial thoughts and comments was kept. This was 
useful to return to and check against in later interpretations during the analysis.
7.2. MAXQDA software
The MAXQDA software (version 2007) was used in to facilitate the coding system 
and helped in data management. MAXQDA encouraged me to limit the number of times 
the text was read. This is because I did not feel comfortable and had less concentration if 
I read from the screen. Therefore, I printed out hard copies, which I read many times. I 
found the coding in MAXQDA was very helpful because it efficiently managed a large 
amount of text, codes, and memos. I also found the search function very useful in that I 
was sometimes unclearly remembered a participant saying something, which related to a 
code for another participant’s transcript. The search function was also useful to match 
remembered phrases to the correct participant using coding. MAXQDA facilitated this, by 
showing the codes and where it is located in the interviews in separate windows near to 
each other (Appendix 21) and by just pressing on the code, I could see the highlight 
appearing on the interview. It was at the same time challenging to work with MAXQDA at 
the beginning because it was a new program for me. To overcome these difficulties I A 
training course on the use of MAXQDA was attended so that the software could be used 
effectively and to its full capacity, an introductory course on how to use it and I kept in 
touch with the MAXQDA tutor for any questions; she always replied to me by e-mail.
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7.3. Repetitive reading of the transcript to aliow new 
insights to emerge.
7.3.1. Looking for themes in the first interview
The first step in the analytical process is that a researcher reads the first transcript 
several times to become familiar with the contents and possibly bring new insight with 
each reading (Smith 2008). Initial, and notable, observations about the transcript were 
recorded in a note book, which was considered to be a part of this slowing down 
process; ‘repeated reading also allows a model of the overall interview structure to 
develop, and permits the analyst to gain an understanding of how narratives can bind 
certain sections of an interview together" (Smith et al. 2009:82). The reading of the 
transcript also helped to identify a richer and more detailed picture of the interview.
Smith (2008) recommended using the left hand margin to make notes of anything 
that appeared significant and showed the initial reflections and observations. With each 
time that the researcher reads the transcript, they should be expected to discover more 
in the data, and become more responsive to what is being said (Breakwell et al. 2006 & 
Fade 2004). This allowed the focus to remain within the data. The first interview 
transcript was read several times and the audio tape was listened to once while reading 
the transcript. This step was conducted to make sure that the participant became the 
focus of the analysis. Because like most people, researchers tend to be in a hurry to 
.finish reading and summarising important, information in a. short, tima, this part, of .the 
process is to ‘slow down our habitual propensity for ‘quick and dirty” reduction and 
synopsis’ (Smith et al. 2009:82).
7.3.2. The second step: Initial noting
This step ‘examines semantic content and language use on a very exploratory level’ 
(Smith et al. 2009: 83hb). Step two is a continuation of step one and in fact, both steps 
merge together (Smith et al. 2009). In addition, this process maintains the writing of 
notes of any interesting point within the transcript. It was important to conduct a close 
analysis in order to avoid commenting on what was expected from the text ‘’the analyst 
should be concerned as much with the process of engaging with the transcript as with 
the outcome” (Smith et al. 2009: 83). The comments in this level are likely to be 
descriptive in nature and have a clear phenomenological focus, and remain close to the 
exact meaning of the participant. Through this process, interpretative noting was
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developed, which helped in understanding how and why the participant has these 
concerns. This involved looking at the language that the participants used, thinking about 
the circumstance of their worries, and searching for more conceptual ideas to help make 
sense of the patterns of meaning in their explanations.
The process is illustrated in table 27, which contains a short extract from an interview 
with Rasha. This participant was a first time mother who initiated breast-feeding 
immediately after giving birth, but shifted to “formula” feeding due to a new pregnancy 
when her baby was three months old. his extract is used to illustrate the multiple ways in 
which the exploratory commenting was conducted. The left margin was used to write 
what was significant and interesting about what the participant said. According to the 
useful analytical tool from Smith et al. (2009:84), the process was divided into three 
separate levels with different focuses. These levels were as follows:
> Level one: "descriptive comments focused on describing the content of what 
the participant has said, the subjective of the talk within the transcript”.
> Level two: "linguistic comments focused upon exploring the specific use of 
language by the participant”.
> Level three: "conceptual comments focused on engaging at a more 
interrogative and conceptual level”.
This process was combined in the same transcript because the relationship and 
connections between them were significant. Different coloured text is used to distinguish 
the three different levels. Green stands for descriptive comments; red with italic 
represents linguistic comments and black underlined is for conceptual comments. This 
made it obvious and easy to see the similarities and differences, intensifications and 
inconsistencies in what the mother was saying. It was important also to determine the 
meaning of particular words, as understood by both the researcher and the participant, to 
fully engage in the analytical process this word means to me and what it means to the 
mother, to help me to engage in the analytic process (Smith et al. 2009).
Table 27: Initial Comments
Exploratory comments Original Transcript
Evaluating the delivery in private 
hospital
Whv is Rasha emohasizina the 
tvoe of hosoital?
Is there any underlying meaning
MA: can you tell me more about your breast­
feeding experience after delivery?
Rasha: 1 delivered my baby in a private hospital
Which is good in helping the mother to breast-feed 
and encourage breast-feeding? The nurse gave me 
my baby just one hour after delivery and explained to
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why it was extremely difficult to 
feed her baby?
the importance of supporting 
breast-feeding by heaith 
professionais
Reasons why it was so difficult to 
breast-feed her baby
The problems that mothers face 
during breast-feeding initiation
No resources available
Lack of health education and 
resources
I tolerated the cracked nipple.
She has a painful feeling
me that
I have to breast-feed her to give her immunity. It was 
extremely difficult to feed my baby. I did not know how 
to hold her and how to feed her.
The nurse helped me to position my baby and to start 
the breast-feeding. It was uncomfortable and painful.
MA: tell me what happened after that?
Rasha: on the first two days when I went home it was 
very difficult especially as I had breast engorgement 
and cracked nipples and I did not know what to do 
and from whom I should seek help. I just kept feeding 
my baby because this was the only way to reduce the 
engorgement and I tolerated the cracked nipple. For 
some time I wanted to stop the breast-feeding but I 
did not do it that time.
7.3.3. The third step: Developing emergent themes
Once the process described previously has been completed for the whole transcript, 
additional reviewing should allow the researcher to start to name the themes and allow 
for the emergence of concepts (Fade 2004 and Smith 2008). Therefore, at the next 
stage, the notes icon in the MAXQDA was used to transform initial notes and ideas into 
more specific themes and phrases. At this stage, watchfulness was important so that the 
connection between the participants’ own words and the researcher’s interpretations was 
not lost (Breakwell et al. 2006)
The emergent themes are interpretative and the interpretations, developed at this 
stage, were certainly illustrated in the researchers own experiential and professional 
knowledge. At this time, it was helpful to draw upon personal perceptions and 
understanding, in order to sound out the meaning of key events of the participants. The 
focus, at the local level, was on separating a large piece of transcript to be able to 
analyse the exploratory comments and identify emergent themes (Smith et al. 2009). 
See table 28 for an example of developing emergent themes.
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Table 28: Developing emergent themes
Exploratory comments
Evaluating the delivery in 
private hospitai
Whv is Rasha 
emphasizing the tvoe of 
hospitai?
Is there any underlying 
meaning why it was 
extremely difficult to feed 
her baby?
the importance of 
supporting breast-feeding 
bv health professionais at 
the first feeds
Reasons why it was so 
difficuit to breast-feed her 
baby
The problems that mother 
face during breast­
feeding initiation
No resources available
Lack of health education 
and resources  .......
By practice, she realized 
that feeding baby would 
reduce encouragement.
I tolerated cracked nipple. 
She has a painful feeling
Original Transcript
MA: can you tell me more about your breast­
feeding experience after deiivery?
Rasha: I delivered my baby in a private hospital, 
which is good in helping the mother to breast-feed 
and encourage breast-feeding. The nurse gave 
me my baby just one hour after delivery and 
explained to me that i have to breast-feed her to 
give her immunity. It was extremely difficult to 
feed my baby. I did not know how to hold her and 
how to feed her. The nurse helped me to position 
my baby and to start breast-feeding. It was 
uncomfortable and painful.
MA: tell me what happened after that?
Rasha: on the first two days when I went home it 
was very difficult to breast-feed especially as I had 
breast engorgement and cracked nipples. 
Moreover, I do not know what to do and from 
whom I should seek help. I just kept feeding my 
baby because this was the only way to reduce the 
engorgement and I tolerated the cracked nipple. 
For some time I wanted to stop the breastfeeding 
but I did not do it that time.
Emergent
themes
Hospital
polices.
Staff
(nurse)
Early BF 
initiation. 
Health 
education
Difficulties
during BF
initiation.
Mother’s
Perception
towards
BF
Lack of
continuing
education
Problems 
facing new 
mothers
Lack of 
help BF 
support 
system
The original interview transcript became several parts as the analyses was 
conducted. However, at the end of the analysis, in the writing up, these parts came 
together in a new whole.
7.3.4. Fourth step: Connecting the theme
A set of themes within the transcript was generated, as can be seen in table 3. 
Themes were presented according to each key event of the participant chronologically. 
As the next step, a map presenting how the themes could fit together was developed.
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Some themes were discarded according to the research question. However, the aim was 
to find a means of drawing together the emergent themes and producing a structure, 
which allows the identification of the most important, and interesting aspects of the 
participant’s explanation.
The following stage contains further refining of the data by creating relations between 
the initial themes and clustering them in a meaningful way. The clusters were then given 
a descriptive marker, which expresses the theoretical nature of the themes. According to 
Smith (2004:71) the themes should be arranged by imagining ‘a magnet with some of 
themes pulling others in and helping to make sense of them’. Once the whole transcript 
had been coded in this way, the themes should be able to be extracted and listed. This 
was achieved by printing out the code system from MAXQDA in a separate document. 
The following table (table 29) shows an example of the preliminary themes before 
clustering them appropriately.
Table 29: Preliminary themes
bottle feeding initiation BF Islamic Teach
1. From the first week PP.
2. Number of bottle feeding per day
BFiH
1. Does not influence the feeding choice
2. The mother not sure of the influence of religion 
on her choice
3. Never heard about it
4. Knows the Islamic BF instruction
5. Wet nursing.
6. Happy with wet nursing1. Confidence in as medical staff
2. Lack of continuing teaching
the mother’s view of BF
Other factors
1. Previous decision to BF
2. Mother not planning to BF for 2 years
3. Wants the father to share infant care
4. Living far away from work
5. Lack of facilities for working women
6. The facilities is available to BF in public.
1. Has no problems during BF 
, initiation
2. Mixed feeding is common practice
3. Very painful.
4. Interesting
Abstraction
Abstraction is “a basic form of identifying patterns between emergent themes and 
developing a sense of what can be called a super-ordinate theme” (Smith et al. 
2009:96). This process includes putting similar themes together and developing a new 
name for this cluster. For example, from Rasha’s extract, there is a series of emergent 
themes around the impact of hospital routine on infant feeding, early breast-feeding
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Initiation, and the ‘role of the nurse’ and ‘health education’. These can be grouped 
together under the super-ordinate theme title:’’the organisational structure and culture”
7.3.5. Fifth step: Continuing anaiysis with other cases
This step is divided into two stages: In the first stage, each of the descriptive 
statements across eleven participants’ transcripts were coded and reflected upon to 
uncover themes. Codes with similarities in meaning were organised and put together 
under one heading in order to decrease the large number of codes. Some of the initial 
codes after this process are illustrated in figure 9, which shows the dynamics of infant 
feeding factors.
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Culture
milk
Community
Husband
 ^ Factors \  
influencing 
Mother’s 
choice y
Sister
Neighbors
of
Religion
Figure 9: Preliminary code headings showing dynamics
The super-ordinate themes from the first participant were used to inform the 
subsequent analysis of the interview transcripts, while at the same time acknowledging 
the new issues emerging through working with the transcripts. The next stage involved 
the researcher making sense of the connections between the themes, which were 
emerging. Some of the themes were clustered together and some then emerged as 
super-ordinate concepts. The initial findings grounded six central themes that assumed 
help shaping the mother's experience of infant feeding. These themes helped to organise 
data and put them in a particular structure, and enabled the use of the same structure 
with a different data set during analysis. These factors are illustrated in table 30.
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Table 30: Initial themes that emerged during analysis
The initial themes that emerged
1- Organisational structure and culture.
a) Breast-feeding supporting policies (BFHI)
b) Non breast-feeding supporting policies.
2- Mother and infant related factors
a) Beliefs, confidence
b) Preparation and intention
c) Breast-feeding initiation problems.
d) Baby crying and baby small.
3- Family and social influences
a) Mother
b) Husband
c) Friends
d) Neighbours
e) Health professionals
f) The view about wet nursing
4- Health education
a) Professional education
b) Self education
c) Media
5- Women's rights
6- House maid
The next stage involved looking for a pattern across cases: this was carried out by 
laying each theme across the eleven participants in a table and clustering of themes was 
achieved using data from the list of every interview in the data set In this way, a master 
list of themes for the group was drawn up. The super-ordinate themes including in the 
final master list should be those that contained examples of emergent themes from each 
interview, which represent themes shared across the entire participants(Fade 2004).
Therefore, a separate table was drawn up for each super-ordinate theme linking each 
to sections of raw data (Fade 2004). It is suggested that each super-ordinate theme be 
regarded as a set of emergent themes nested within a single super-ordinate theme and 
named ‘Disconnection from mother’,(Breakwell et al. 2006:338). Each sub-ordinate
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theme arises more independently from the last. A final super-ordinate theme is the 
outcome of an interactive process in which the researcher keeps moving back and forth 
between the different analytical stages, leaving no doubt that the honesty of what the 
participant said has been conserved as far as possible. It should be possible for 
someone else to follow this analytic journey from the raw data through to the end table to 
ensure the confidence in the researcher’s analysis (Breakwell et al. 2006:338).Table 32 
provides an example of a super-ordinate theme linked to sections of raw data. See 
appendix 22 for the detailed information of one of the themes and its sub-themes with its 
raw data for all transcripts.
Table 31: Super-ordinate themes linked to raw data
Super-ordinate 
theme and sub 
themes
Raw data
1- Organizational 
structure and 
culture
Breast-feeding 
supporting policy 
(BFHI).
Researcher: can you tell me more about your breast-feeding 
experience after delivery?
Rasha: I delivered my baby in a private hospital, which was good in 
helping the mother to breast-feed and encourage breast-feeding. Then 
they sent me a health educator who spoke Arabic ad she was a 
Jordanian woman and she gave me a lot of advice on breast-feeding, 
and convinced me to breast-feed her.
None breast­
feeding supporting 
policy.
Researcher: Who advised you about the type of milk for your baby?
Aseel: 1 saw the kind of milk in the hospital during our stay the first three 
days of delivery, I bought the sanie type. Actually in the hospital they 
used to give him bottle feeding during my stay and I continued to give 
him the same milk after the discharge
Researcher: Tell me about your baby feeding when you delivered 
your baby?
Reem: They already started her on "formulae” milk.
Researcher: During your pregnancy, what were you planning 
regarding the type of feeding?
Reem: I planned to exclusively breast-feed my baby. But what 
happened in the hospital was they give Tom?u/ae" milk and also during 
my discharge they give me samples of "formulae” milk. They 
discouraged me from starting breast-feeding.
Researcher: Can you tell me more about your breast-feeding 
experience after delivery?
Fatin: I delivered in a private hospital, they gave me my baby after 6 
hours to breast-feed but he was given bottle-feeding.
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2- Family and 
social influences
Researcher: Did anybody you know from your family member or 
friends breast-feed their babies?
encouraging
influences
Limiting influences.
Mother
Manal: Yes my friends, sisters and all the women in my family did 
breast-feed their babies and kept telling me to breast-feed my baby as 
well. Do you know I am much better now because I have all the support 
from my family?
Researcher: What do you mean all the people?
Mona: All my husband's family blamed me that my breast milk was the 
cause of the baby crying.
Researcher: Who helped you to continue to breast-feed?
encouraging
influences Manal: My mother kept calling me and reminding me of the benefits of breast-feeding and encouraging me.
Researcher: did your mother breast-feed?
Manal: Yes, my mother breast-fed for 2 years and more.
Researcher: Who helped you to continue to breast-feed?
limiting influences
Mona: I went to my mother and she was very helpful about breast­
feeding and she encouraged me and helped me to care for my daughter.
Researcher: What was your mother’s role?
Mona: I was not sure if my mother was going to encourage me to 
breast-feed my baby because I am living away from my mother. But 
when my child was two months old, I visited my mother again and during 
that night, my mother advised me to bottle-feed my daughter to keep her 
from crying all night. That time my mother advised me to give her bottle- 
feeding. But she did not insist and I did not follow her advice.
Husband Researcher: What is your husband’s role regarding you baby 
feeding preference?
encouraging
influences
Manal: My husband preferred to give him breast-feeding and he always 
encouraged me.
Researcher: Tell me more, what was the role of your husband?
Mona: My husband encouraged me to breast-feed and he was the one 
who supported me from the beginning. He asked me not to listen to any 
of his family members about bottle-feeding. He said just follow the 
doctors' advice. I was afraid that my husband would be influenced by his 
family advice regarding the use of bottle-feeding. But this did not 
happen.
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Friends
encouraging
influences
Researcher: Who helped you to continue to breast-feed?
Manal: My neighbours and my friends also encouraged me to breast­
feed. Since there was no pain, I enjoyed breast-feeding.
Researcher: Did anybody you know from your family member or 
friends breast-feed their babies?
Manal: Yes, my friends, sisters and all women in my family do breast 
their babies and keep telling me to breast-feed my baby as well.
Neighbours
limiting influences
Researcher: what do you mean all the people?
Mona: all my husband's family (mother in low, sister in law) and my 
neighbours and visitors who came to greet me. They advised me to give 
her bottle milk because she is small.
Researcher: Do you want to add more?
Mona: I think the most important factor affecting the kind of baby feeding 
is people around you. if all of them exclusively breast-feed, it will be 
normal practice but if they are mixed feeding as happens these days, 
they encourage this practice.
3- Health Researcher: Who told you about the type of milk, which you are
professionals. using?
limiting influences
encouraging
influences
Reem: I used the type of milk the hospital gave me for the first 2 months 
and when I visited the doctor, he prescribed another kind of milk for my 
baby, because she was not gaining weight, as she should be. When I 
used the new type, she suffered from diarrhoea for two weeks then the 
doctor again wrote another type, also she was not ok with this new kind 
until I was waiting for my appointment in this health centre. There was a 
woman who gave us education about the “formulae” milk and she was 
talking about the same kind of milk I used for my baby since she was 
born. From that time, I shifted back to it and I am still using it.
Researcher: Tell me what happened after that?
Areej: The nurse also gave me a sample of “formulae” milk and she told 
me I might need it at home.
Researcher: Did anybody educate you about BF after your 
delivery?
Banan: Yes, the nurse in the hospital encouraged us to breast-feed, 
when the baby cried the nurse came and gave us the baby to breast­
feed, and helped us if we needed help.
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4- Lack of health 
education
Professionals
education
Researcher: Did you have any chance during your pregnancy to 
attend breast-feeding information sessions or did any of the health 
team talked to you about it?
Aseel: No, no at all, nobody gave me any instruction. I want your advice 
and help on how I can increase my production of breast milk.
Researcher: Did you seek help from anybody regarding not having 
enough milk?
Aseel; No, I did not. Whom I should ask? The physician was always in a 
hurry when I went to have my baby vaccinated. 1 did not feel comfortable 
asking them
Researcher: Can you talk to me about the difficulties with breast­
feeding you had when you started?
Rasha: At the beginning, I did not know how to hold her and how to 
position her, and then I started to have very painful cracked nipples and 
breast engorgement. That time I was so unhappy and I did not know to 
whom I should go to ask for help or who could give me the correct 
answer
Researcher: Can you tell me more about your breast-feeding 
experience after delivery?
Rasha: The nurse gave me my baby just one hour after delivery and 
explained to me that I have to breast-feed her to give her immunity.
Figure 10 illustrates the secondary super-ordinate themes that emerged from the 
analysis of seven participant texts. The remainder of the participant transcripts were later 
analysed using the five secondary themes. At this point, some of the themes were 
discarded, both because they did not have a strong evidential base and because they did 
not fit well within the developing structure, in order to achieve this task, it was necessary 
to ask questions about such themes and check if other themes provided any answers. It 
is also important to look for commonality in sub-themes and it should be possible for the 
researcher to name the overarching or sub-ordinate theme.
The positive effect 
of education.
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Role of health 
services providers
(presence or absence of 
support system)
Mothers & 
Infants’ related 
factors
beliefs, confidence 
& BF intention, 
BF problems baby 
crying, baby small
Availability of 
counselling advice & 
support
P h ys ic ian s  
N u rs e s  
M id w ife s  
B F  c o n s u lta n t
Infant Feeding 
Influences
Family & social 
influences 
mother, friends 
neighbours 
health professionals
Husband s support
Figure 10: Secondary super-ordinate themes with sub themes
Table 32 illustrates the stages necessary in order to obtain the final super-ordinate 
themes with sub-themes. This was my thought and in order to be more concise I 
identified some sub themes as seen in the secondary five themes emerged column. 
Figure 11 illustrates the final themes, which emerged from the data analysis.
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Table 32: Stages for the themes
The Initial 6 themes emerged i
1
The secondary 5 themes emerged
1 1
The final reorganized themes 
emerged from 11 transcripts
1- mothers’ and infants’ 1- mothers’ and infants’ related 1- Mothers’ attitudes and
related factors factors related factors
>  B e l ie f s ,  c o n f id e n c e >  M o t h e r s ’ a t t i t u d e s  a n d >  m o t h e r s ’ a t t i t u d e s
>  P r e p a r a t i o n  a n d b e l ie f s >  r e l ig io n .
i n te n t io n >  S e l f - c o n f id e n c e >  s e l f - c o n f i d e n c e .
>  B r e a s t - f e e d i n g >  r e l ig io n >  m o t h e r s ’ e x p e r ie n c e .
in it ia t io n ,  p r o b le m s . >  In te n t io n  a n d  i n fa n t  f e e d in g ► >  m o t h e r s ’ in t e n t io n
>  B a b y  c r y in g  a n d  b a b y p l a n e d  d u r in g  p r e g n a n c y d u r in g  p r e g n a n c y
s m a l l . >  E d u c a t io n >  M o t h e r s ’ k n o w l e d g e
>  P r o b le m s  f a c e d  d u r in g  t h e a b o u t  i n f a n t  f e e d i n g .
in it ia t io n  o f  i n fa n t  f e e d in g .
>  N e w  p r e g n a n c y .
>  T h e  n u m b e r  o f  c h i ld r e n .
>  E x p e r ie n c e ,  k n o w l e d g e  a n d
a d v ic e .
2- Organisational structure 
and culture.
>  B r e a s t - f e e d i n g  
s u p p o r t in g  p o l ic ie s  
( B F H I )
>  N o n  b r e a s t - f e e d in g  
s u p p o r t in g  p o l ic ie s .
2-role of the health services 
providers
>  p r e s e n c e  o r  a b s e n c e  o f  
s u p p o r t  s y s t e m
2- The role of the health 
service providers counselling 
and support
>  T h e  r o le  o f  p h y s ic ia n
>  T h e  r o le  o f  t h e  n u r s e
>  T h e  r o le  o f  h e a l t h  
c e n t r e s  a n d  h o s p i t a ls  in  
h e a l t h  e d u c a t io n .
3- Health education
>  P r o f e s s io n a l  
e d u c a t io n
>  S e l f  e d u c a t io n
>  M e d i a
3-availability of counselling advice 
and support
>  T h e  r o le  o f  p h y s ic ia n
>  T h e  r o le  o f  t h e  n u r s e
>  T h e  r o le  o f  h e a l t h  c e n t r e s  
a n d  h o s p it a ls  in  h e a l t h  
e d u c a t io n .
4- Family and social 
influences
>  M o t h e r
> H u s b a n d
> F r i e n d s
>  N e ig h b o u r s
>  H e a l t h  p r o f e s s io n a ls
>  T h e  v ie w  a b o u t  w e t  
n u r s in g .
4- social influences
>  H e r  m o t h e r
>  H e r  s is t e r s ,  o t h e r  f a m i ly  
m e m b e r s ,  f r ie n d s  a n d  
n e ig h b o u r s
3- Social influences
>  m o t h e r
>  h u s b a n d
>  s is t e r s ,  o t h e r  f a m i l y  
m e m b e r s ,  f r i e n d s  a n d  
n e i g h b o u r s
5- women’s rights
6- presence of house maid
5- husband support
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"^ Healthcare 
policies including 
counselling 
and support
Social influence!
Figure 11: Final super-ordinate themes
In the following section, I the validity and reflexivity of the qualitative research findings 
are examined.
7.4. The validity and reflexivity of study 2 findings 
Validity
Validity is an important concept in qualitative research. There are many different 
approaches to qualitative research as it is a wide and complex field within which there 
are different co-existing viewpoints. Smith (2008:236) states that “it is not e asy  to identify  
criteria that can be applied to all qualitative studies". He further states that “it is essential 
for the qualitative researcher to be able to show  that their studies are  sound and  
rigorous” (Smith 2008: 238). Willig (2001) stresses the importance of clear 
categorisation, how the results were arrived at in the production of documentation and 
seeking to extend and modify emerging theory. She also stresses the need for clarity
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about the task of the research. This means that the researcher needs to be continuously 
aware of the aims of the research and open to new insights and interpretations. Finally, 
she suggested that the researcher also needs to address the limitations of applicability of 
the findings. Study 2, involved the audiotapes of eleven interviews, the translations of 
which have been checked for accuracy by another Arabic speaker familiar with English. It 
is also legitimate in that it addresses the research questions and reveals new insights. 
Furthermore, it has authority as the research was carried out by the author who is a 
trained nurse and midwife, with eleven years’ experience of practice in the field. 
Additionally the research was carried out in Saudi Arabia by Saudi women.
Interpretive phenomenological analysis was used to illuminate the data in order to 
understand more about the influences on mothers’ approaches to breast-feeding their 
newborn infants. Smith (2008:53) believes that the main task of interpretive 
phenomenological analysis is to address how “the participants are trying to make sense 
of their world whilst the researcher is trying to make sense of the participants trying to 
make sense of the world”. Understanding sense making was of central concern in this 
aspect of this study 2. Basically, the questions are, what are the beliefs, values and 
influences on the ways that Saudi women make sense, and then decide on infant feeding 
methods? According to Smith:
“interpretive phenomenological analysis is a suitable approach when one is 
trying to find out how individuals are perceiving the particular situations they are 
. . facing, how. they are .making, sense, of. their .personal, and social, world. .IPA. is. 
especially useful when one is concerned with complexity, process or ’novelty”. (Smith 
2008:55)
Willig (2001:148) believed that IPA may be evaluated by “assessing the extent to 
which they have successfully grounded their observations within the contexts that have 
generated them”.
Reflexivity
Another aspect stressed by Willig (2001:142) is the researcher’s own reflexivity, their 
ability to be aware of ways on which they influenced the development of her research. 
With this in mind, I asked the question What was my influence?’ and derived the 
following list:
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^  I was personally passionately interested, because of my own background and 
my deeply held beliefs about infant feeding. I was conscious of empathising 
with my participants and aware that I needed to be watchful of my own 
responses in order to maintain my focus of this task.
T& I was aware that my own background and experience might influence how I 
approached this project and findings.
Despite the unavoidable influence of my own Islamic background, I was 
aware that there are benefits in the purely clinical and biological sense for 
breast-feeding. I was also aware of the immensely complex political issues 
that may pressurise women into abandoning breast-feeding (Palmer 2009).
My cultural background led me to prefer interviewing women rather than a husband 
with his wife, as in the cultural context where study 2 was performed, men and women 
do not mix or ask each other questions of an intimate nature. To establish dependability 
and credibility it is useful to have an audit trail, which essentially means being able to 
trace the development of the inquiry through documentation and other hard evidence to 
see how a decision or set of generalisations were arrived at. Atkinson and Coffey (cited 
in Silverman 1997:45-62) stress the importance of an evidence trail in establishing 
reliability. Silverman cites Polyani who stated that "both verification and validation are 
everywhere an acknowledgment of a commitment: they claim the presence of something 
real and external to the speakef.
Cuba and Lincoln (1990) and Sandelowski (1986) referred to four criteria to judge the 
trustworthiness of qualitative research and these are listed below. The criteria were used 
in the study to reduce bias and to increase rigor:
1. Credibility or how truthful is the claim of the findings through offering well- 
founded arguments.
2. Transferability: can the findings be generalised?
3. Dependabiiity: could the findings or/and design be replicated by providing a 
research strategy that can address the evaluation questions posed.
4. Conformabiiity. can the researcher’s bias be ruled out?
Credibility relates to the idea of internal validity in traditional research. This was 
achieved through careful recording and transcription of the interview tapes. In this case, 
there was also the problem of making sure that the translations were accurate. Accuracy 
was obtained by checking a sample of the translations with a native Arabic speaker, and
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asking a native English speaker with some knowledge of Arabic to review some of this 
work. Before that, at the end of each interview, time was allowed to check and verify that 
the information that the informant had provided, had been understood correctly.
The idea of transferability implies that the findings from this particular piece of 
research can be applied to other, similar situations. I believe that these findings are 
applicable to women’s choices about infant feeding in other Islamic cultures. Their 
applicability to, say. Western infant feeding traditions would need further research. This 
also relates to dependability; Peyrovi et al. (2005) have suggested that credibility 
underpins dependability. The researchers role was described carefully, to ensure that the 
findings were consistent and accurate. Careful recording of the sequence of the research 
process, and its documentation, ensured that the findings were dependable, and were a 
valid research inquiry.
The last criterion mentioned by Guba and Lincoln (1990) was conformabiiity, which 
means that the findings can be directly related to the data that the inquiry yielded. At 
each stage of the process, findings were checked with knowledgeable colleagues, who 
confirmed the trends that were emerging.
7.5. Conclusion
The chapter highlighted how phenomenology was used to inform the understanding 
of actual experiences of Saudi women. This approach used narratives within a 
framework of interpretive phenomenological analysis (IPA). An exploratory semi­
structured face-to-face interview was conducted in order to become more familiar with 
the technique of data collection and to check the reliability of the data collection method. 
The first interview transcript was used as the main set of data during the initial data 
analysis. In addition, the super-ordinate themes drawn from it were first used to inform 
the subsequent analysis of the remaining ten transcripts. The super-ordinate themes in 
the final master list, which represents themes shared across the entire participants, were 
drawn out. Finally, the validity and reflexivity of these findings were discussed. In the 
next chapter, findings are considered in greater depth.
7.6. Writing up an IPA Study.
This process of analysis continues into the formal stage of writing up a narrative 
account of the interaction between the participant’s own account of her experience, and
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the interpretative activity of the researcher. The aim is to give a close textual reading of 
the participant’s account, moving between description and different levels of 
interpretation, and to differentiate clearly at all times between the researcher’s analysis 
and the participants’ words (Breakwell et al. 2006:338). Sufficient data should be 
available for the reader to assess the value of the interpretations.
"IPA as an interactive process means that the interpretative level acquires more depth as 
the researcher moves beyond a description of the phenomenon to interrogating the 
participant’s sense-making' (Breakwell et al. 2006:339).
In the following chapter, the data is discussed in more detail. Chapter 8 contains the 
narrative explanation of the analysis with the researcher’s descriptions and 
interpretations interspersed with word-for-word extracts from the transcripts.
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Chapter 8: Findings of study two
in this chapter, the findings that arose from interviewing mothers are discussed. 
Following an overview of the participants, detailed results of the three super-ordinate 
themes that emerged from study 2 are presented below and each theme is discussed 
according to the stages involved.
8.1. Overview of the participants
Each participant was given a fictitious name to ensure anonymity. These are listed in 
the research methods of study 2 (see table 5). Eleven mothers, whose ages ranged 
between 23 and 35, participated in semi-structured interviews. Ten mothers were 
housewives and one returned to work when her baby was six months old. All of the 
mothers started breast-feeding their babies after delivery but differed in the onset of 
feeding. Some mothers exclusively breast-fed their babies, others used mixed feeding. 
Three of the mothers (Sara, Rasha and Banan) commenced breast-feeding immediately 
(30-60 minutes after delivery); two initiated breast-feeding between 6 to 12 hours after 
delivery (Leena, Aseel and Areej); four of the mothers breast-fed their babies after 
discharge from hospital (ranging between two to three days) and Huda started to breast­
feed her baby one week after delivery. The following table (table 33), shows the 
women's' status regarding infant feeding at the time of interview (when the babies’ ages 
ranged between four to. eight months)..................................................................................
Table 33: Women status of infant feeding
P a r t i c i p a n t s  1 A g e T y p e  o f  t h e  h o s p i t a l T y p e  o f  f e e d i n g P a r i t y
L e e n a 2 3  h o u s e w i f e G H / N B F H B F P r i m ip a r a
F a t i n 2 8  h o u s e w i f e P H /  N B F H B F M u l t i p a r a
M o n a 2 5  h o u s e w i f e G H / N B F H B F P r i m ip a r a
A s e e l 3 3  h o u s e w i f e G H / B F H M F M u l t i p a r a
A r e e j 2 5  h o u s e w i f e P H / N B F H B t F M u l t i p a r a
S a r a 3 5  h o u s e w i f e P H / B F H M F M u lt i p a r a
M a n a l 2 3  h o u s e w i f e G H / N B F H M F P r i m ip a r a
; R a s h a 3 0  h o u s e w i f e P H / B F H B t F P r i m ip a r a
R e e m 3 2  w o r k in g G H / N B F H B t F M u l t i p a r a
B a n a n 2 8  h o u s e w i f e G H /  N B F H B t F M u l t i p a r a
: H u d a 2 3  h o u s e w i f e G H / N B F H B t F P r i m ip a r a
MF= mixed feeding, GH= Delivered in governmental hospital, NBFH= None Baby-friendly Hospital, BF=breast­
feeding from birth until time of interview, BtF= Bottle feeding only during the time of interview.. PH= Private 
hospital
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Table 33 illustrates that Mona, Leena and Fatin exclusively breast-fed their babies at 
the time of the interviews. Aseel, Areej, Sara and Manal used mixed feeding from 
delivery and continued to do so at the time of interview. Rasha, Reem, Huda and Banan 
exclusively used bottle-feeding at the time of the interview, but all of thern were using 
rnixed feeding from birth. Rasha stopped breast-feeding and continued bottle-feeding 
when her baby was three months old because she got pregnant; Reem changed to 
bottle-feeding when her baby was four months old because she indicated that her milk 
had dried up; Huda changed to bottle-feeding when her baby was two months old 
because the baby refused her breast-milk and she got pregnant. Banan continued with 
bottle-feeding when she had an infection in her breast and her milk dried up. Thus, in the 
cohort, there was a mixture of feeding methods being used by the mothers in this study 
and varied reasons behind their choices.
8.2. Themes in the data ahaiysis
The analytical process is described in detail in the methodology chapter. Several 
diaries were kept during the analysis process to record the new concepts that emerged 
as the interviewing progressed. However, it was not until all of the transcripts were 
complete and thoroughly read that intuitions were tested and new insights were allowed 
to arise and form themes. Three super-ordinate themes influencing mothers' decisions 
emerged from study 2 ( figure 8 in the methodology chapter). These super-ordinate 
themes were as follows:
1. Mothers’ pre-existing attitudes and beliefs
2. Health care policies including counselling and support
3. Social influences.
While writing up, there were also different stages of thinking and emotion. The stages 
of confusion, despair, unhappiness and blankness were all experienced before reaching 
a sudden unexpected realisation that there were three stages to the Saudi mothers’ 
decision making about infant feeding. In the first stage, the mothers’ planned their 
feeding regime during pregnancy. The second stage was a transient stage during and 
immediately after delivery in the hospital. The last stage was the implementation stage, 
which included the experience at home. Figure 12 illustrates these three stages.
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F
1 
Planning Stage
Transient Stage
y F r f
Implementation Stage
Figure 12: The three stages Involved in making infant feeding decisions.
(F=factor; some of these are motivating, others are barriers. Each factor is explained later in this 
chapter)
In the following sections, the findings of the qualitative stage of the study are 
presented in three parts. The first part, describes the different factors that influenced the 
mothers during the planning stage. The second part of the findings highlights the 
mothers experience and the factors that influenced the mothers' decision during the 
transient stage. In the third part, more emphasis on the findings that emerged which 
showed how mothers faced the reality of breast-feeding with its difficulties at home, and 
how in the implementation stage they were susceptible to external influences.
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8.3. The planning stage
Accessibility 
to information
Knowiedge Attitudes
T
Professionai 
support and 
education
Mothers during 
pregnancy
Experience 
with previous 
^ ^ c h i l d r e r ^ ^
. / A
X i
Breast
feeding
Mixed
feeding
r
Religion 1 Attitudes
Figure 13: The influencing factors in the planning stage and the decision made
Figure 13 shows the factors that influenced mother’s feeding choice in the planning 
stage. To what extent each factor influenced mothers’ choice is discussed separately in 
this section. According to Smith (2009) when applying IPA, the subsequent analysis 
needs to be detailed and descriptive. The richness of the data collected from the 
interviews revealed many aspects and each sub-theme was kept separate. During the 
planning stage, mothers were influenced by many factors, both external and internal to 
them. Some of these factors related to the mothers' pre-existing attitudes and beliefs, 
their experience and their knowledge about infant feeding. Others related to religion and 
to professional support and education. Some of these factors worked as motivators, 
others as barriers towards breast-feeding.
8.3.1. Mothers’ pre-existing attitudes and beliefs
Two groups of mothers in this study 2 showed different attitudes towards infant 
feeding. The first, viewed exclusive breast-feeding as the best thing for their babies; the 
second viewed bottle-feeding with breast-feeding as more convenient for them and their 
babies. In the next section each group is described separately:
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8.3.1.1. Exclusively breast-feeding group
The first was a group of mothers who viewed breast-feeding positively and this 
encouraged them to plan, initiate and to continue breast-feeding for two years.
a- Knowledge
These mothers had developed their view of breast-feeding from their understanding 
of knowledge, which supports breast-feeding. The mothers who held this view expressed 
strong beliefs that breast-milk is the best food for the baby and that the method increases 
infant mother bonding (section 3.2.2, 8.5.1.3). For instance, Manal and Leena, who had 
read more about infant care and infant nutrition, were the two participants who chose to 
breast-feed exclusively. They were also able to withstand the pressure to bottle-feed 
from external sources such as advertisement and other members of the community to 
bottle-feed. Both Manal and Leena had strong beliefs that breast- milk was healthy for 
their babies and increased a baby’s immunity:
 It is something normal and usual for mother to breast-feed. Breast-feeding is the best
for the baby (Manal: MF^® 23y, primi, GH^®, NBFH^^j.
Mothers’ knowledge was a factor that influenced their decision to breast-feed, 
regardless of the presence or absence of professional support. There was a variety of 
sources they drew from; some sources were from television, reading books, pamphlets 
and others were from internet. The knowledge that the mothers had obtained, either had 
from self-education or from others, played an important role in their planning stage as the 
following statement illustrates:
 One day I read from the internet that breast milk Is the best for the newborn in the first
six months. Also I watched television programs regarding infant health (Mona: BF, 25y, 
prImi, GH, NBFH)
Surprisingly, it was also noticed that the mothers who chose to breast-feed searched 
for the information on breast-feeding by browsing the internet. Internet usage to the 
public was only allowed in 1997 (Sait et al. 2010). According to the International 
Telecommunication Union (ITU 2010), the usage of internet facilities in Saudi Arabia 
grew very quickly, 0.9% of the population in 2000 to 26.8% in 2009. However, men are 
more likely (80%) to have access to the internet than women are, and the majority (35%)
MF= mixed feeding
GH= Delivered in governmental hospital 
NBFH= None baby friendly hospital
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of the internet users had college education, with 29% being high school graduates (Sait 
et al. 2010). Women’s usage of the internet has not yet been investigated, but this study 
indicates that it does indeed occur.
Leena had more information than Manal about the benefits of breast-feeding with 
regard to it helping uterine contraction and preventing of bleeding. She also believed that 
there were more benefits for her baby. The ability of the mother to search for information 
from different sources demonstrates how accessibility to information was important in the 
planning stage. Leena described her experience as thus:
 Since before I became pregnant I had information from my reading and searching on
the Internet that breast milk Is the best food for the newborn. Breast milk also provides 
high immunity, which protects people from diseases. Also breast-feeding Is good for my 
uterus after delivery as it helps it to contract, to get rid of blood and return it to its normal 
size (Leena: BF^®, 23y, primi, GH, NBFHj.
b- Influence of the ultrasound scan
Another factor that emerged was the experience of seeing their unborn baby. 
Interestingly in study 2, a mother (Rasha) decided to feed her baby “formula” milk while 
she was pregnant, because she was concerned about how her body would look. 
Nevertheless, after giving birth she exclusively breast-fed her baby. This happened after 
she had an ultra sound and the doctor described the foetus in detail and this resulted in 
greater rapport between her and the foetus. Rasha exclusively breast-fed her baby until 
she had a new unplanned pregnancy. Rasha tells a story in this regard: ......................
 At the beginning of my pregnancy I was planning to bottle-feed my baby, I wanted to
keep my body looking good. At the last trimester, I started to change my mind. I started to 
have special feeling towards my baby; this is since I had the ultrasound. Since then I 
began to think to try to breast-feed when I deliver. (Rasha: BtF, 30y, primi, PH, BFH).
c- Mothers’ experiences
Another factor that influenced the mothers at this stage was their previous 
experiences of breast-feeding:
 My experience is an important factor to help me keep to the breast-feeding. I am a
mother of four children and I feel full satisfaction when I breast-fed them. The relationship 
between me and my baby Increased with breast-feeding and from my experience, I love 
the first child more than the other two because I breast fed him for two years (Aseel: MF, 
33y, multi, GH, BFH).
18 D C —BF=breast feeding from birth till time of interview
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In summary, it appears that in study 2, the mothers who planned to breast-feed were 
influenced by their knowledge and the accessibility to the information such as the 
internet, and were influenced by the ultrasound scan and previous experiences. In the 
next section, the second group of mothers who planned to mix feed are discussed.
8.3.1.2. Mixed-feeding group
a- Bottle is good for babies
The second group of mothers were those who planned to bottle-feed as well as 
breast-feed. They believed that “formula” milk increases babies' weight and makes them 
look healthier. These beliefs were influenced by their experience with their previous 
children. In addition, some mothers who supported “formula” feeding said that they would 
use it in an emergency situation, such as if they were going shopping, leaving the baby 
with a babysitter or relatives, and/or having any medical problems that prevented them 
from breast-feeding. In this regard, Sara indicated that she would give her children 
bottles {“formula” feeding). The reasons, according to her, were that “formula” feeding 
was healthy for her baby’s weight gain and that it makes her baby look healthier:
.... .Bottle milk is good for my baby because she is gaining weight better than if she is only 
breast-fed and she looks healthier. I want her to get used to the bottle in case of an 
emergency situation. (Sara: MF, 35y, multi, PH, BFH).
This raises the questions: ‘where do mothers get the view that “formula” milk 
produces better-looking babies?’ and ‘Are they these perceptions the result of 
advertising?’. Clearly, this is an aspect, which requires further investigation and thus this 
subject is returned to in the discussion chapter.
b- Availability of servants
From a recent observation, most Saudi families rely on their housemaids for all 
household tasks, and often they rely on them for rearing children. These cultural 
influences have been reviewed in the literature review chapter (section 2.4.1 and 6.2). 
Saudi mothers perceived that using “formula” milk was very important so their housemaid 
could take care of their children:
 If I leave her at home my housemaid can give her the formula feeding (Sara: MF, 35y, multi,
PH, BFH
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c- Working mothers
In addition to the availability of the housemaid, the mother working outside the home 
preferred to use “formula” feeding when she resumed her work after the maternity leave 
had finished. Using Yormu/a” feeding allowed the working mothers to leave the infant 
with the housemaid:
 after my discharge, I went to home and give my baby to my housemaid who took care
of my baby for the first 2 days and she was also giving her the formula milk. (Reem: BtF, 
32y, working, multi, GH, NBFH)
This means that the mother’s employment and economic status were factors, which 
influenced breast-feeding rate. This is one of the aspects that will be discussed in the 
following chapter.
In summary, mothers who planned to use mix feeding were influenced by pictures of 
the healthy looking bottle-fed baby, the availability of servants, social life such as working 
status, and the desire for others such as a housemaid or their husbands to share the 
responsibility of rearing their children. Saudi Arabia is an Islamic country, which pays 
great attention to breast-feeding. This reflects the findings of Bronner (2000), El-Gilany 
(2010) and Al-Shehri et al. (1995) in the literature review. (See 2.2). In the next section, 
how religion also affected mothers’ planning towards infant feeding is also investigated.
8.3.1.3. Religion
Saudi mothers are also influenced by Islamic teaching, which gives the infant the 
right to be breast-fed. Mothers were aware of the importance of being well covered while 
breast-feeding in public areas such as shopping centres and on the beach within the 
Saudi community. Covering up of women’s bodies is a part of the Islamic religious 
teaching in Saudi Arabia, where it is believed that women should cover all parts of their 
body in the presence of men, while they can expose some parts but not all of their body 
in front of women.
a- ‘’A child's God given right”
Three out of eleven participants strongly believed that breast-feeding was *’a child’s 
God given right”, regardless of what advice they had been given by friends, or relatives. 
In addition, they were not embarrassed to breast-feed their babies anywhere as long as
166
Maha Al-madani
they maintained total modesty and covered up while breast-feeding. In this regard, Leena 
indicated:
 This is something normal for the baby to be breast-fed. I cover my self-well so nobody
can see any part of my body. Maybe the overall impression given is that I am breast­
feeding but this Is not embarrassing at all. (Leena: 23y, primi, GH, NBFHj.
However, mothers varied in their attention to Islamic teaching and could be 
categorised into four groups. The first group were deeply influenced by Islamic religion. 
The second group were not confident enough whether or not Islamic teaching was an 
important factor that influenced them. The third group were sure that they had not been 
influenced by Islamic teaching. The last group of mothers were not happy to answer this 
query. The following extract is evident of the first group:
 Yes I know from the Qur’an that the mother should breast-feed for 2 years. This Is an
important factor, which helps me to continue to breast-feeding, and I will continue for 2 
years (Leena: BF, 23y, primi, GH, NBFH).
The second group of mothers was in no doubt that breast-feeding for two years is 
part of Islamic instruction, but at the same time, they were not sure if this information was 
the main factor, which influenced their infant feeding decision. One of them indicated:
 Yes of course it Is In the Qur’an where God said mothers shall nurse their children for
two whole years. Maybe I am not sure, but I think that being a mother and the love feeling 
towards my baby is a big Influence for me to breast-feed. (Sara: MF, 35y, multi, PH, 
BFH).
The third group of mothers strongly agreed that their knowledge beliefs were the 
reason behind their choice of breast-feeding but not the Islamic religion. Areej for 
instance knew that the Islamic teaching stresses the importance of breast-feeding and at 
the same time, she claimed that she was not influenced by religion. She was sure that 
her knowledge influenced her behaviour to breast-feed but at the same time, she was not 
planning to breast-feed for two years:
 Yes I know that the mother should breast-feed for 2 years, I do not think I am  going to
breast-feed for 2 years it is very difficult. No, I am feeding my baby because I know that 
breast milk has antibodies, which protect the baby from a lot of infections. Breast milk will 
give good immunity to my baby (Areej: BtF, 25y, multi, PH, NBFHj
In summary, the majority of mothers (5) were in the first category, convinced that 
Islamic beliefs influenced their planning of infant-feeding choice. The second category (3) 
of mothers was not so sure to what extent Islamic instructions influenced their plan. Only 
one mother was very sure that her knowledge about the benefits of breast-feeding was
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the main influencing factor for her choice to plan to breast-feed but not the Islamic 
religion. The rest of the mothers (2) did not comment on this with any given reasons.
8.3.1.4. Health professionals
The findings in study 2 showed that some of the professions (nurses and nursing 
students) in health centres offered health education to mothers. At the same time, it 
seemed that this education was not well organised and not planned according to the 
mothers’ needs and availability. Therefore, some mothers did not benefit from this 
education because the time chosen was not appropriate to them. In their own words:
 Yes, here in this centre, I had attended session about breast-feeding but I did not
attend all. I was in hurry and I left early before the nurse finished her talk. (Manal: MF, 
23y, primi, GH, NBFH)
  I remembered one time only there was a nurse (Saudi nurse) who gave us very
useful session about the benefits of breast-feeding. (Mona: BF, 25y, prImI, GH, NBFH)
8.3.1.5. Educational tools
Availability of educational tools such as posters and leaflets can influence mothers 
who visit the centre and read them while waiting to be seen by nurse. Mona pointed out 
that one source of information she had was the poster in the health centre. Rasha also 
had a leaflet from the hospital about infant feeding, which gave her some of the important 
information she was looking for:
.....Also from the posters In the health centre where I go to follow m y pregnancy was 
written that breast-feeding is the best and advises mothers to breast-feed for two years. 
There was a table comparing bottle feeding to breast-feeding benefits. (Mona: BF, 25y, 
primi, GH, NBFH)
 I know this Information about saving the expressed milk from a leaflet In the hospital. I
wished to give breast-feeding for 2 years but the milk stopped at 4 month because I 
became pregnant. (Rasha: BtF, 30y, primi, PH, BFH)
Lack of education, support and advice at some of the health centres and hospitals for 
mothers during pregnancy were further factors for breast-feeding cessation.
 No, nobody told me anything about breast-feeding (Manal: MF, 23y, primi, GH,
NBFH). '
 No, nobody gave us a talk or any thing during my pregnancy. (Aseel: MF, 33y, multil,
GH, BFH)
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To conclude, in study 2, mothers’ attitudes alone were not enough for them (Aseel, 
Sara, Reem, Areej) to initiate and continue breast-feeding without the support of the 
health professionals during the planning stage. In addition, the availability of information 
in the form of pamphlets and posters was also a motivator that affected the mothers’ 
intention towards infant feeding.
Summary:
To sum up, the periods before and during pregnancy were considered an important 
time influencing mothers’ choices. Their attitudes were a major factor influencing their 
infant-feeding choice. Pre-existing attitudes were shaped by a mothers’ knowledge, the 
ultrasound scan, mothers’ perceptions that a bottle is good for baby and the availability of 
servants for working mothers. The other important factor affecting mothers’ breast­
feeding behaviour were Islamic beliefs. The strongest statement given was that “it is the 
child’s God given right”. It was obvious that this particular group held strong beliefs on 
the importance of breast-feeding for their babies. On the other hand, a few mothers 
stressed that knowledge of the benefits of breast-milk for the baby was the main 
motivator affecting their choice, not Islamic teaching. Knowledge was viewed as being as 
important as experience in influencing mothers breast-feeding plans. The third and the 
last of the influencing factors was the role of health professionals and the availability and 
accessibility of education.
. The.role.of health care.policy, and. the.availability, of. counselling, and. support was. 
another important theme emerging from the study. This interfered with the mother’s 
breast-feeding behaviour during the transient stage, as discussed in the second part of 
the findings.
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8.4. The Transient stage
Hospital 
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policies
Bottle
feeding
Mothers’
experience
The Nurse
Marketing 
the formula 
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and doubt
Mix feeding
After
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Figure 14: The influencing factors in the transient stage and the decision made
8.4.1. The role of health service providers in counsel ling and 
support.
The transient stage follows the point im m ediately after delivery in the hospital, before  
the m other is discharged from the hospital. This stage is characterised by the  m other 
often feeling w eak, and coping with the reality of the new baby. In the transient stage, the  
mothers also had to cope with external influences, m any of which gave confusing advice. 
Having planned to breast-feed, m any m others w ere  thrown into confusion by conflicting 
policies towards infant feeding. This w as particularly evident when m others w ere  advised  
that breast-feeding was not necessarily the best, and that “form ula” milk m ade life easier. 
This opinion w as strengthened by the provision of a generous handful of free sam ples of 
“form ula” milk of a specific brand. It w as the hidden agenda of the hospital that was  
im plem ented rather than the m others’ wish. At the transient stage, the m other seem s to 
be at her most exposed to external influences that m ay be perceived as m ore  
know ledgeable and authoritative than her own opinions . Figure 14 shows th e  factors  
that influence m other’s choices during this stage.
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8.4.1.1. Hospital routine and policy
Hospital routine and policies played an important role in determining mothers’ infant 
feeding choice. One of these was a hidden agenda behind the routine “formula” feed 
given to the newborn from birth until discharge. The delay of breast-feeding initiation and 
introduction of formula may affect breast-milk production as well as affect the likelihood 
of breast-feeding initiation and continuation (Sheehan et al. 2001 & Al-Hreashy et al. 
2008 see 6.3). Al Mouzan et al. (2009) reported the delay of breast-feeding initiation in 
28.1% of the infants in Saudi Arabia beyond 6 hours after birth. Such hospital practice 
and hidden messages, for example, nurses advising mothers to “formula” feed their 
babies if they cry, may be a factor effecting the early change by mothers from breast­
feeding to using formula feeding. Another hidden agenda is related to the type of hospital 
(BFHI or NBFHI) were publically unknown. Moreover, the healthy looking baby on the 
advertising posters and pamphlets are also a part of hidden agenda. This subject is 
returned to in the discussion chapter when discussing the extent that health 
professionals are motivated to market the “formula” milk products. In the following, the 
hospital policies (BFHI or NBFHI) are discussed in relation to their affects on mother’s 
infant-feeding decisions.
a. NBFHI
The hospital system may give mothers messages that “formula” milk is the best for 
the. baby.. These messages are particularly powerful as the hospital is the role model, for 
mothers. Areej’s experience was:
 After birth I did not breast-fed him immediately. In the hospital, they give formula
feeding. (Areej: MF, 25y, multi, PH, NBFH)
Fatin said:
 I delivered in a private hospital, they gave me my baby after 6 hours to breast-feed
but he was given bottle-feeding. He  was not hungry so I could not start breast-feeding. I 
asked the nurse to bring him back again when he was awake and I told her not to give 
formula milk. What happened after that the shift changed and they kept giving him bottle- 
feeding (Fatin: BF, 28y, multi, PH, NBFH)
Some mothers had planned to exclusively breast-feed their babies but after they 
delivered in a non-supportive breast-feeding hospital (NBFH), they changed their plans. 
They believed that health care professionals were the model and they were the ones 
who knew best. Therefore, they bottle-fed their babies rather than breast-fed. The mother 
(Reem) who planned to exclusively breast-feed her baby and delivered in a non baby-
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friendly hospital was unable to carry out her initial intention at the time. In spite of the 
discouragement to breast-feed Reem had experienced during hospitalisation and her 
reliance on her housemaid to bottle-feed her baby up to two days post delivery, Reem 
still tried to breast-feed. However, Reem ended up using mixed feeding and eventually 
relied entirely on the bottle. Reem explains her experience in the following statement;,
 I planned to exclusively breast-feed my baby, but in the hospital, they gave me
formula milk to feed my baby and extra formula milk has been given to me during my 
discharge. They discouraged me to start breast-feeding after my discharge I went home 
and I gave my baby to the house maid who took care of my baby for the first 2  days and 
she also gave her the formula milk sample that was given to me from the hospital during 
discharge. (Reem; BtF, 32y, working, multi, GH, NBFH)
Thus, the hospital’s infant feeding policy, (section 3.2.4.) may affect mothers’ infant 
feeding behaviours. Some mothers observed that during their stay in the hospital, their 
babies were given “formula” milk and that practice encouraged them to continue using 
the same type of “formula”, believing this was the best for their babies. The following 
statement explains this;
 Actually, In the hospital, they used to give him bottle-feeding during my stay and I
continued to give him the same milk after the discharge. (Aseel: MF, 33y, multi, GH, BFH)
 during my discharge the nurse told me to breast-feed, my baby and she said it is the
best thing for him. The nurse also gave me a sample of formula milk and she told me I 
might need it at home. I used all the sample and I bought more when finished; I continued 
giving him the same kind until now. (Areej: MF, 25y, multi, PH, NBFH)
b.BFHI
Previously it was explained how hospital routines had significant political implications, 
which affected mothers’ choices of infant feeding. The baby-friendly hospital policy and 
the health education encouraged some mothers who were planning not to exclusively 
breast-feed, to initiate breast-feeding and to continue but not for a long time. This was 
due to lack of continuation of support after discharge as will be discussed in the next 
section. Other hospital policies can be supportive of breast-feeding by providing health 
professionals to help mothers initiate it during the transient stage;
 It was extremely difficult to feed my baby. I do not know how to hold her and how to
feed her. The nurse helped me to position my baby and to start the breast-feeding. 
(Rasha: BtF, 30y, primi, PH, BFH)
Self-confidence is another factor that influenced mothers’ breast-feeding behaviour. 
This will be explored in the following section.
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8.4.2. Self-confidence and doubt
Self-confidence played an important role in influencing mothers’ choice to either 
bottle or breast-feed their babies. In the transient stage, when mothers had their babies 
in the hospital, they were more prone to be influenced by hospital practice and policies 
regarding infant feeding. Sometimes, being a first time mother, who delivered in a non­
baby friendly hospital that gave “formula” milk to the newborn, resulted in confusion 
during the breast-feeding initiation and led to the decision to bottle-feed. This may also 
be another reason why the mother starts losing confidence in being able to breast-feed 
successfully (section 2.4.1 medicine and health care). This subject is returned to in the 
discussion chapter.
8.4.2.1. Not having enough milk
From the interviews, it became obvious that the mothers who bottle-fed kept giving 
the reason for their infant feeding choices, as they did not have enough breast-milk. 
When probed deeply to establish what they meant by not having enough milk, most of 
them answered that the baby was crying so the mothers felt that they did not have 
enough milk; 7 do not feel my breast is full”. The baby was considered to be still hungry 
and not gaining weight. The responses below illustrate such doubts:
 now he is taking my breast milk more than bottle-feeding but sometimes if  I feel that
the breast milk is not enough I give him a bottle-feed. (Manal: MF, 23 old, primi, G none 
BFH).
 What can I do! Sometimes, believe me it is out of my hands. Because he sucks a lot
from my breast until I have no milk and he is still hungry this is why I gave him bottle milk 
(Manal: MF, 23 old, primi, G none BFH).
Some mothers’ breasts became only slightly full by the time for breast-feeding was 
necessary and this strengthened their beliefs that they did not have enough milk (for 
more detail, see 3.2.3. and 6.3.1.). If mothers did not start breast-feeding immediately 
after delivery, some capacity for milk production may be lost (Riordan 2005). This feeling 
lowers a mother’s self-confidence and raises the concern that their breast-milk is not 
going to be adequate for their babies. Therefore, when the baby started to cry, the first 
thing that came to the mothers’ mind was that their baby was still hungry. However, there 
are ways of knowing that the baby is getting enough milk. In the end, weight gain is the 
best indication of whether the baby is getting enough (UNICEF 2008). Aseel, for instance 
said that:
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 Oh yaa, when, he keeps crying and not stopping for a long time. I can see my breast is
not fuil to give him more, this time I gave him bottie-feeding. (Aseei: MF, 33y, multi, GH, 
BFH)
During the interview it was attempted to verify whether the baby was crying due to 
hunger or other factors such as wind. Aseel was sure about hunger being the cause, and 
said; ‘
 No, no I am sure he is hungry because one day I gave him a bath and I massaged
him then I breast-fed him. He was sucking for more than half an hour from both breasts, 
and kept crying. At the same time when I checked my breasts, they were small, empty -no 
milk (Aseel: MF, 33y, multi, GH, BFH)
In summary, it was clear that mothers’ self-confidence was affected by the use of 
“formula” feedmg in the hospital during the transient stage. Mothers’ previous experience 
was another factor influencing the choice of infant feeding in the transient stage. In the 
following, the mothers’ positive or negative.experiences and their effects on breast­
feeding will be explored.
8.4.3. Mothers' experiences
Mothers having had a successful experience of breast-feeding with other children are 
more likely to persevere with breast-feeding. In addition, mothers’ experiences in the 
hospital can also affect breast-feeding outcomes. The expectations of the mothers after 
delivery differ from mother to mother. These differences can also depend on their 
experience, in. different, hospitals.. The. mothers, who previously, delivered. in a .Baby-, 
friendly Hospital will expect the same encouragement for breast-feeding from other 
hospitals. While mothers who delivered in a non baby-friendly hospitals will expect to be 
able to rest while the nurse or midwife takes care of her baby and “formula” feeds 
him/her. For these reasons, mothers’ breast-feeding experiences can be divided into two 
types. The first type relates to the place of delivery and the experience that the mother 
had; the second type relates to the breast-feeding experience with previous children as 
described in the planning stage (section 8.3.1.1.).
Below is an example of a typical response made by ‘Sara’ who liked her babies to be 
bottle-fed after delivery, to give her some rest. Sara had previous experience of another 
hospital, which encouraged bottle-feeding. For her last delivery, observed in study 2, 
Sara chose to deliver her baby in a hospital that supports breast-feeding. She was 
however unaware that she should start breast-feeding immediately after delivery. This 
confusion resulted in her refusing to breast-feed her baby immediately. The following
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statement demonstrates how Sara’s experience in her previous delivery influenced her 
decisions:
 No it was also a private one but not like this. They just started bottle-feeding and they
did not even ask me to breast-feed. It is good to have, enough time to rest after delivery 
(Sara: MF, 35y, multi, PH, BFH).
From my experience most mothers, if not all of them, It appears that most mothers 
have no idea about the hospital routine regarding breast-feeding. This is because 
organised health education to meet women’s needs is lacking in most of the health 
centres (section 2.4.1). In addition, communication between the primary health centre 
and the hospital where mothers deliver their babies does not exist. Therefore, at this 
time, mothers who deliver in a baby-friendly hospital have different experiences to those 
who deliver in a non-baby-friendly hospital. Furthermore, mothers who deliver in hospital 
supporting breast-feeding at one time and later deliver another baby in a hospital not 
supporting breast-feeding, became confused by the different advice they are given (this 
will be discussed in the following chapter). In this regard, Sara described her experience 
of her last delivery in a baby-friendly hospital:
 After my delivery in the hospital, the nurse came and asked me to feed my baby
immediately half hour after the delivery. I requested strongly to the nurse to give a bottle 
because I was tired and I do not want to feed her immediately after delivery but they said 
sorry we did not have any formula milk and I had to breast-feed her. (Sara: MF, 35y, 
multi, PH, BFH).
. . From.the previous example,, it W9 s obvious.that, mothers during the. transient stage 
were open to any advice regarding infant feeding regardless of their previous plan. 
Therefore, this stage is critical and should be considered during education. This finding 
of study 2 showed that mothers’ experiences in the hospital played an important factor. 
For example, Sara planned to use “formula” feeding with breast-feeding after she had 
delivered in the baby-friendly hospital. The education and the breast-feeding supporting 
practice in the hospital during her post-partum period (transient stage) helped her to 
initiate exclusive breast-feeding for only two months; for the following months, she 
introduced “/brmw/a” feeding as the following statement explains:
 / planned to give breast-feeding as well as bottle-feeding, in this hospital, the policy
was supporting breast-feeding only and no formulae milk was offered. When my baby 
was two months old I started to bottle-feed her (Sara: MF, 35y, multi, PH, BFH).
The hospital environment (routine, support and policies) has an important effect on 
mother’s breast-feeding choices. In addition, mothers’ previous experience of breast­
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feeding influenced her decision on the type of infant feeding. However, it became 
apparent from the interviews how important health education was for mothers to enable 
them to initiate and continue breast-feeding. This highlights the significance of health 
education before, during pregnancy and after delivery. The continuation of health 
education and the availability of advice and support are also highly important for the 
mothers' needs. Consequently, this will be considered in the discussion chapter. Health 
professionals are another important factor that can help in mothers’ education. The 
following sub-themes illustrate the importance of the role of physicians and nurses in the 
transient stage:
8.4.4. The nurse
Nurses and midwives can play an important role. These women are the closest and 
the most important members in the hospital team who can influence whether a mother 
takes up breast-feeding or not. This can be accomplished by helping mothers in the first 
few hours’ post delivery on how to position the baby and make sure that the sucking is 
effective. They are the first health care professional the Saudi mothers can feel 
comfortable talking with and asking questions. The following illustrates this:
 The nurse gave me my baby just one hour after delivery and explained to me that I
have to breast-feed her to give her immunity. The nurse helped me to position my baby 
and to start the breast-feeding. (Rasha: BtF, 30y, primi, PH, BFH)
  The nurse in the hospital encouraged, us to breast-feed, when the baby cried the
■ nurse'came and gave Us the baby to breast-feed, and helped ùs ifw é  need héip. ' (Bàriah: 
BtF, 28y, multi, GH, NBFH)
On the other hand, nurses can also influence mothers to bottle-feed. Some mothers 
started bottle-feeding in the hospital and continued giving the bottle after discharge 
(Leena; Reem), and this openness to external influence is typical of the transient stage. 
In the quotation, it can be seen how the nurse influenced the mother to bottle-feed 
because the mother considered the nurse as authoritative. The nurse was following 
hospital policy:
..... in the hospital, the nurse gave him formula milk and when she brought him to me, 
she told me he had the formula milk and if he needs more, here is the bottle. When my 
baby cried I gave him the bottle as the nurse told me to. I thought it is good for him to 
have this first before I start to breast-feed. I was thinking that the nurse knows better than 
I do so I have to follow her instructions. This is my first experience. (Leena: BF, 23y, 
primi, GH, NBFH).
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Most nurses in Saudi Arabia are non-Arabic speakers (section 2.4.1), which makes it 
more difficult for the mother to seek help and more difficult for the nurses to 
communicate. English is the only language used in Saudi Arabia with non-Arabic 
speakers. At the same time, not all of the Saudi population can speak English. Therefore, 
a language barrier exists between the mothers and the nurses or midwifes in the 
hospital. This communication barrier plays an important role in the infant feeding 
decision. The following is an example from a private hospital that had an Arabic speaking 
health educator. The mother emphasised this fact:
 Then they send me a health educator who speaks Arabic she was Jordanian woman
and she gave me a lot of advice on breast-feeding and convinced me to breast-feed her. 
(Sara: MF, 35y, multi, PH, BFH).
Lack of education, support and advice at hospitals for mothers after delivery (as post 
partum follow-up) are further factors for breast-feeding cessation.
 No, nobody told me anything about breast-feeding or helped me to breast-feed.
(Manal: MF, 23y, primi, GH, NBFH).
 That time I was so unhappy and I do not know to whom I should go to ask for help or
who could give me the correct answer. (Rasha: BtF, 30y, primi, PH, BFH)
To sum up, hospital policies and atmosphere (professionals, routine, health 
education and strategies) have important effects on mothers’ breast-feeding choices. 
Mothers’ self-confidence was another important factor that influenced mothers’ infant 
feeding behaviour in. the transient, stage, .Furthermpre, the experience, in .the place of 
delivery that mothers had with previous children, added another factor that influenced 
their behaviour towards infant feeding. Finally, the non-Arabic speaking nurses or 
midwifes and the marketing the “formula” mWk were hidden barriers affecting the choice 
of infant feeding and it’s continuation.
In summary:
The transient stage is a critical stage in the mothers’ breast-feeding experience, 
when mothers are open to advice from health professionals. At this time, hospital policies 
influenced the mothers’ feeding decision, though it appears that some mothers who 
planned to breast-feed during their pregnancy or even before getting pregnant, were able 
to initiate and continue to do so after delivery. Other mothers however may introduce 
“formula” milk with breast-feeding because of the hospital policy they experienced during 
the transient stage. Mothers’ self-confidence was affected by the attitudes they met
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within the hospitals and therefore they introduced bottle-feeding with breast-feeding. In 
the coming section, how step-mothers and husbands were critical motivators in 
supporting mothers to start and continue breast-feeding is discussed. Moreover, the 
roles of other family members, including sisters, other relatives and friends were 
important influences with great effect on them.
178
Maha Al-madani
8.5. The implementation stage
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Figure 15: The implementation stage
M others in the im plem entation stage differed from previous stages because the  
action is already underway regarding infant-feeding. Therefore, m others e ither breast­
fed, bottle-fed or m ixed-fed their babies. These actions resulted from the m any factors as 
shown in figure 15 and are discussed in this section.
The  im plem entation stage is a period when the m other has m oved to her hom e with 
her newborn. During this stage, the m other has to cope with other responsibilities such 
as other children, housework, and going back to work. T he  mother, at this stage, usually 
sleeps less and works more. This stage is more critical than the transient stage because  
the m other is on the w ay to making her final choice. This decision is dependent on 
different factors such as the m others’ feelings, satisfaction and beliefs about infant 
feeding. In addition, problem s during breast-feeding initiation, the role of the physician, 
an unplanned pregnancy and relative’s influences have great im pact on m others feeding  
decision during the implementation stage.
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8.5.1. Mothers' feelings during breast-feeding
The mothers’ psychological feelings and their view of breast-feeding also influenced 
their feeding choice. During infant feeding, some mothers felt it was a happy experience 
and not a tiring one. Others considered breast-feeding as normal and enjoyable and that 
it increased bonding with the infant. On the other hand, some mothers’ reflections on 
breast-feeding were that it could be painful, exhausting and uncomfortable.
8.5.1.1. Feeling happy and having a good experience
The views of mothers about breast-feeding were not only confined to benefits for the 
baby, but also extended to expressing feelings of happiness while feeding the baby. 
Many mothers started breast-feeding simply because they heard or knew about the 
health benefits it gives their babies. However, after a while many mothers started to 
enjoy breast-feeding more than they expected (LLLA mid-year 2007). Manal and Reem 
describe their experiences as thus:
  I feel happy that I am breast-feeding. Since there was no pain, I enjoyed breast­
feeding. Breast-feeding is the best milk for my baby it increases his immunity and protects 
him from diseases (Manal: MF, 23y, primi, GH, NBFH)
 / have a good and very nice experience of breast-feeding for my first baby (Reem:
BtF, 32y, working, multi, GH, NBFH)
8.5.1.2. Not tiring
There were also physical benefits of breast-feeding, for example, mothers did not 
have to prepare “fornnulae” feed, which saved them time and effort. These breast-feeding 
benefits are shown in the following statement:
Bottle-feeding does not give any immunity and it is very tiring to prepare feeds (Manal: 
MF, 23y, primi, GH, NBFH)
8.5.1.3. Normal mother infant bonding
Some mothers considered breast-feeding as “normal” and “usual”. Others reflected 
the importance of breast-feeding in increasing infant mother bonding. In the following 
extract a mother’s experience is expressed:
 It is something normal and usual for mother to breast-feed (Manal: MF, 23y, primi,
GH, NBFH)
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Rasha expressed her feelings about breast-feeding when she initially started, and 
described it as painful and uncomfortable. At the same time she contradicted herself by 
saying that breastfeeding gives a nice feeling and increases infant mother bonding. This 
confusion may be as a result of the difficulties that she had at the beginning of 
breastfeeding, that were later overcome. In the mother’s words:
 It is a very nice feeling when you breast-feed. There is a strong relationship between
me and her when i was feeding her (Rasha: BtF, 30y, primi, PH, BFH).
  The nurse helped me to position my baby and to start the breast-feeding. It was
uncomfortable and painful (Rasha: BtF, 30y, primi, PH, BFH).
8.5.1.4. The feeling of satisfaction
The mother confused and contradicted herself about how she was satisfied with 
using bottle-feeding. On one occasion, the mother said she was satisfied to use bottle- 
feeding and then later she said that she was not satisfied; this confusion may be a result 
of low self confidence of her not being able to breast-feed her baby as she planned.
  Yes I am satisfied, what I can do, I did ail my best, i stopped m y studying and I
spend most of my time with him at home. (Aseel: MF, 33y, multi, GH, BFH)
  Umm, actually I am not satisfied I want him to have my breast milk only. What to do
this is out of my hand the milk is not enough he keeps crying’ (Aseel: MF, 33y, multi, GH, 
BFH)
Another mother was not happy and nor satisfied with using bottle-feeding. Some 
mothers had an unplanned pregnancy, which caused them to stop breast-feeding and 
this, is described later in this stage. Rasha reported the unhappiness of not being able to 
continue breast-feeding her baby:
  No, I am not happy at ail but I do not have other (Rasha: BtF, 30y, primi, PH, BFH).
The early-unsolved problems can lead to more complicated ones as explained before 
in the literature review. This issue will be described later in this stage Banan had an 
experience of this problem, which was not solved until her milk dried up and she could 
not continue in breast-feeding. This event affected Banan’s satisfaction and she said:
 No, I am not satisfied and feeling sad of being unable to give breast milk to my baby
(Banan: BtF, 28y, multi, GH, NBFH).
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8.5.2. Mothers'beliefs
Simultaneously, Sara strongly believed that she should give her children bottles 
(Yormw/a” feeding). The reason, according to her, was that Tom?w/a” feeding was good 
for her babies health despite the difficulty in getting her baby to accept the formula milk. 
As a result, Sara did the following:
 I added sugar and sometimes Juice with miik so she couid accept the taste of the miik.
i was giving her the bottie every other day and sometimes every three to four days, i 
wanted her to get used to the bottie-feeding iike her sisters, if  I ieave her at home, my 
housemaid can give her the bottie (Sara: MF, 35y, muiti, PH, BFH).
Planning and attitudes towards infant feeding were one of the main factors that 
influenced mothers’ behaviour. Mother’s attitudes and beliefs towards infant feeding were 
stronger than the influence of hospital (BFH, NBFH as classified by UNICEF see 2.3.) in 
which they delivered their baby. This has implications for the timing of health education 
as is discussed later.
Here the absence of continuing education and support leads mothers to go back to 
their own beliefs about feeding. The following statement illustrates this:
  / planned to give the breast-feeding as well as bottie-feeding. in this hospital, the
policy was supporting breast-feeding only and no formulae milk was offered. When m y  
baby was two months old I started to bottle-feed her (Sara: MF, 35y, multi, PH, BFH).
8.5.3. Problems during the initiation of breast-feeding
These findings show the lack of knowledge on how to deal with minor discomfort 
during breast-feeding, putting most mothers at high risk of developing more serious 
problems such as breast engorgement and abscesses (Riordan 2009). Most of the 
mothers, especially the new mothers, suffered from such minor problems when they 
began breast-feeding (section 3.2.5). These problems, if not managed well, mothers 
ending up using Torniw/a” feeding even if they originally planned to breast-feed.
In study 2, about half of the mothers experienced some difficulties when 
breastfeeding. Manal, Mona, Rasha, Sara, Reem, and Banan suffered from different 
problems during this stage. These difficulties ranged from simple problems, such as 
painful feelings during breast-feeding, being unable to position the baby properly while 
feeding, to more complicated ones such as breast engorgement and mastitis. These 
difficulties were for both primipara and multipara mothers, but were more obvious in 
primipara Manal who reported:
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 Oh ... yah. It was so so painful and i had a very hard time. I had a cracked nipple and
blood was coming from it. it was a big problem for me. i did not know that breast-feeding 
is so painful. (Manal: MF, 23y, primi, GH, NBFH)
The lack of education during pregnancy and the lack of preparation of the mother put 
most mothers, in particular the first time mothers, in a very difficult situation when they 
started breast-feeding. The first time mother considers the minor problems such as 
cracked nipples or pain during breast-feeding as a normal process. Then after she 
begins to suffer from breast engorgement, she does not know where to go to seek help. 
In the Saudi community, health centres offer general care. There is no specific support 
for breast-feeding care and there are no breast-feeding consultants. Rasha explains her 
experience in the following statement:
 At the beginning I did not know how to hold her and how to position her then I started
to have very painful cracked nipples and then breast engorgement. That time I was so 
unhappy and I did not know to whom I should go to ask for help or who could give me the 
correct answer. (Rasha: BtF, 30y, primi, PH, BFH)
Lack of knowledge on how to hold the baby during breast-feeding and on how long to 
keep it on each breast made some mothers suffer from some discomfort, even those 
who were multipara mothers. Reem was a mother who had problems in the first days of 
breast-feeding because her baby refused to suck from both breasts and she ended up 
with unequally shaped breasts:
 My baby was sucking only from one breast and she refused completely to be fed from
 the other one.. I. tried, many times, to Jet her. take.the. other breast .but. she was crying and.
refusing to suck. Now the sizes of my breasts are not the same. (Reem: BtF, 32y, 
working, muiti, GH, NBFH)
In brief, the lack of professional support during the first days post-partum in Saudi 
Arabia is another reason for mothers to cease breast-feeding. Thus, insufficient 
information for such a complex activity is another deciding factor.
6.5.4. The role of the physician
The study findings indicate that in Saudi Arabia, most physicians ignore the 
importance of health education to mothers. They do not spend enough time with them to 
explain or clarify their queries. This practice brings more complications. Banan was an 
example of a mother who started to have breast engorgement because she had no idea 
how to deal with it and because in Saudi Arabia there is no other resource available to 
mothers. A doctor in study 2 helped his patient (Banan) only by giving antibiotics to treat
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the breast infection. Further assessment to find out why the mother developed the breast 
infection was not performed. In addition, the health education on how to deal with breast 
discharge and whether or not to breast-feed the baby was not clearly explained to the 
mother. Banan went to the doctor to ask for help after she had developed a breast 
infection. She described what happened:
 I went to the doctor and she prescribed antibiotics. During this time, I had a fever and i
suffered from feeding him. I continued breast-feeding him but the biood kept coming with 
the milk, when I asked the doctor what I should do, she replied that I should not BF him if 
there was blood in the miik. The doctor gave antibiotic tablets and cream and advised me 
to express the miik and give him the bottie until the nipples heal. When the blood kept 
coming out, the doctors told me not to give him the expressed miik. I was expressing the 
miik and threw it away, and then i started formule milk for my baby, it was not easy to 
express the miik and also it was painful. After 10 days when I wanted m y baby to be 
breast-fed. There was no milk, my baby kept sucking for more than half an hour but the 
milk had dried up. (Banan: BtF, 28y, muiti, G hi, NBFH)
Reem was a mother who bottle-fed her baby and kept looking for the best “formula” 
milk for her baby. She had different advice from different health professionals. This 
advice confused her and accordingly affected the infants’ health. In her own words:
 I used the type of milk the hospital gave me for the first 2 months and when I visited
the doctor, he prescribed another kind, of miik because she was not gaining weight, as 
she should be. When I used the new type, she suffered from diarrhoea for two weeks 
then the doctor again prescribed another type, also she was not ok with this new kind. 
(Reem: BtF, 32y, working, multi, GH, NBFH)
It is clear from the previous quotation that some physicians in Saudi Arabia do not 
update their information about infant feeding and its management. This reflects the 
importance of educating the health professionals who deal with nursing mothers. This 
aspect will be discussed in the following chapter.
8.5.5. Marketing the “formula” miik
This research confirms that marketing strategies are steering mothers’ choices. 
Although the WHO/UNICEF Code for Marketing Breast-milk Substitutes in Saudi 
Arabia does not allow the “formula” feeding company to promote specific products in 
health-care facilities (see 2.5.), some health centres were found to have broken the 
law:
 I was waiting for my appointment in this health centre, there was a woman who gave us
education about the formulae milk and she was talking about the same named milk product I
used for my baby since she was born. From that time, I shifted back to it and I am stiii using it.
(Reem: BtF, 32y, working, muiti, GH, NBFH)
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New pregnancy can be also another factor that interrupts breast-feeding. In the 
following section an example of those mothers who became pregnant while they had a 
new baby is given. How lack of knowledge about family planning was an influential factor 
in this unplanned pregnancy is also discussed.
8.5.6. New unplanned pregnancy
. Mothers who become pregnant within two to four months of delivery may choose to 
“formula” feed. For instance, Huda and Rasha were the two mothers who breast-fed but 
because of pregnancies, they stopped breast-feeding. Both of them had unplanned 
pregnancies. This finding highlights the fact that lack of knowledge on how to control 
conception put mothers in a difficult situation and caused them to stop breast-feeding. 
The following statements arose from discussions with Huda and Rasha:
 I am pregnant, now. I got pregnant when my baby was 4 months old. I was taking
contraceptive piiis but I forgot to take it one day then i became pregnant. (Huda: BtF, 23y, 
primi, GH, NBFH)
 Although i knew that i was pregnant when she was 2 months, I continued to breast­
feed her up to four months. I felt very sorry for her when i gave her only bottle-feeding 
and no more breast miik. (Rasha: BtF, 30y, primi, PH, BFH).
8.5.7. Family and others’ Influences
Within Saudi Arabian culture, a thirty to forty day post-partum rest period is observed 
for delivered mothers, when all family members provide help. In particular, the mother 
helps her daughter with household tasks in order for her to focus on feeding and caring 
for her new baby (section 2.4.1). In the following sub themes, it is illustrated how the help 
and support of her mother, husband, other family members and friends have greatly 
influenced infant feeding choices.
8.5.7.1. The mother
Most participants agreed that their own mothers helped them to start breast-feeding 
either because of their support or because of their experience of breast-feeding. Some of 
them continued to exclusively breast-feed, others did not due to different factors such as 
a new pregnancy or breast-feeding initiation difficulties (sections 8.5.6 and 8.5.3). Others 
contradicted themselves when they mentioned that their mother encouraged them to 
breast-feed but then said she encouraged them to bottle feed at night. The following 
extracts illustrate how important the encouragement of their mother was:
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 My mother keeps calling me and reminding me of the benefits of breast-feeding and
encourages me. My mother breast-fed but for 2 years and more. (Manai: MF, 23y, primi, 
GH,NBFH).
Mona contradicts herself by giving opposite statements on how her mother on one 
occasion encouraged her to breast-feed and on another occasion suggested “formula” 
feeding:
  I went to my mother and she was very helpful regarding breast-feeding and she
encouraged me and helped me to care for my daughter. (Mona: BF, 25y, primi, GH, 
NBFH)
 My mother told me you should think about giving mixed feeding because this will help
you to sleep better, formulae milk is making your baby full and helps her to sleep longer at 
night. (Mona: BF, 25y, primi, GH, NBFH)
Participants often accepted infant care and feeding advice from their mothers, 
frequently valuing their advice more than advice from health professionals. Aseel, Rasha, 
Reem Fatin, Areej, Leena Huda and Banan all had advice, support and help from their 
mothers to breast-feed their babies:
.....yes my mother breast fed ail of us for two years and she keeps encouraging me and 
my sisters to breast-feed our children. (Aseel: MF, 33y, multi, GH, BFH)
 / called my mother of course and she advised me, but not iike if she is with me. She •
tells me not to stop breast-feeding and this is why i did not follow any of the advices o f my 
neighbours. My mother was very supportive. She encouraged me to breast-feed for 2 
years. She uses to feed us for completely 2 years. I couid not go to her when I delivered 
but she came to me after one week after rny deiiveiy. (Rasha: BtF, 30y, primi, PH, BFH).
In study 2, some maternal grandmothers did not contribute to their daughters’ infant 
feeding choice. This is not the norm, and may be because the grandmothers themselves 
did not breast-feed their children, so they did not have experience of breast-feeding. 
They are not considered as role models for their daughters to follow. The following 
statements illustrate this:
 my mother does not interfere with my life at ail. My mother never breast-fed she gave
bottle-feeding for ail of us as she said. (Areej: MF, 25y, multi, PH, NBFH).
In contrast to the previous example, Leena’s mother’s experience was an important 
factor in Leena’s choice to breast-feed her child. She believed in her mother’s advice 
more than advice given by medically qualified persons (nurses, physicians) and so she 
followed her mother’s instructions. She put away the bottle-feed and felt strong enough 
to exclusively breast-feed her newborn. Furthermore, she started to feel the happiness of
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feeding her baby when her mother came, and supported her. Leena appreciated her 
mother’s experience. The following statement illustrates this:
.....W hen my mother came to visit me, she toid me to throw away the bottie and she 
helped me to put my baby on my breast and feed him. He immediately started to suck it 
was a wonderful feeling. Also, my mother was a very good person who has excellent 
experience of breast-feeding. M y mother breast-fed for 2 years and she encouraged me 
to do the same. My mother told me not to buy any formulae milk and she said that this 
yellow secretion is the most important nutrient for the baby. (Leena: BF, 23y, primi, GH, 
NBFH).
The mother’s role sometimes extended to the special cooking of traditional food for 
their daughters during their post-partum period. This type of food is believed to increase 
the production of milk and help to accelerate the healing process. The mother was also 
the one who took care of the newborn with cleaning and bathing while her daughter had 
time to rest and sleep. In many cases, love and support from the family members, 
especially the mother, helped the new mothers to breast-feed exclusively and succeed in 
continuing. The following statement presents this:
 My mother toid me I have to give him my breast and helped me to start breast­
feeding and to continue, i was in my mothers’ house and she was the one who looked 
after me and my baby, i stayed in my family house for 40 days. My mother was cooking 
the traditional food for me. My mother was the one who told me, to keep breast-feeding. 
When i was saying that my baby was stiii hungry, she replied to me, never, the more you 
give you baby to suck the more you have the miik (Huda: BtF, 23y, primi, GH, NBFH)
In summary, the participants rely on their mothers’ experiences and advice. They 
used this advice, to. help them with.breast-feeding initiation and continuation. Husbands’ 
support influenced mothers’ choice, which was also very apparent, and was an 
unexpected finding. The different kinds of support provided by the husband can be seen 
in the following sub-theme.
S.5.7.2 The husband
Husbands’ support has been regularly identified as one of the most important 
sources of support in breast-feeding initiation and continuation (section 3.2.4.). In the 
study 2 findings, this also applied to Saudi society, which was unexpected to some 
extent. As mentioned earlier (section 2.4.1) men’s concerns are more about earning 
money and providing a good life for their wives and families. Men usually do not interfere 
with the way their wives raise their children, including the ways that children are fed, 
taught and clothed. Study 2 showed different results to those reported in the literature 
review, showing that husbands were keen that their infants should have breast milk.
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Therefore, it was decided to keep husbands’ support as a separate sub-theme. Nine out 
of eleven participants had support from their husbands, whereas only two participants 
said that their husband did not interfere with their choice. The role of the husband in 
encouraging, advice and support can be seen in the following participants’ statements;
.....M y husband prefers me to give him breast-feeding and he always encourages and 
supports me (Manai: MF, 23y, primi, GH, NBFH)
The husbands’ role was not only verbal support; it also involved physically supporting 
their wives. Husbands helped in household activities including taking care of other 
children. These examples were in the families who lived away from their original city and 
did not have family support. This support was obvious with Aseel’s and Reem’s 
husbands:
 My husband wants me to breast-feed my baby and he is helping me with ail of the
housework and he is taking care of other children. He is not happy when I give bottie- 
feeding. (Aseel: MF, 33y, muiti, GH, BFH).
 My husband wants me to breast-feed my baby and he is helping me a lot, he is taking
care of the oldest one when i am busy with the youngest baby. (Reem: BtF, 32y, working, 
muiti, GH, NBFH)
Rasha’s’ husband was looking to solve his wife’s breast-feeding problems. In Saudi 
Arabia as said before (see 2.4.1), there is no recognised source of support for breast­
feeding mothers. The husband in this research study was the one who was keen to help 
his wife when she developed cracked nipples even though he did not have enough 
information to be supportive. Therefore, he went to the pharmacist to buy cream to help 
solve the problem. Rasha reported:
 My husband was very supportive he went to the pharmacist and explained to him
about the problem and he gave him a local cream to be applied to nippies. (Rasha: BtF, 
30y, primi, PH, BFH)
Some of the Saudi husbands were keen not to feed their infant with “formula” milk. 
Sara’s husband refused to buy “formula” mWk for his wife and tried to convince her to 
continue to breast-feed. Although the husband tried his best to encourage breast­
feeding, he could not force his wife and she insisted on introducing “formula” feeding. 
Sara made the following statement:
 My husband refused to buy formulae miik for this baby and this is why I started later at
about 3 months, i took a long time to convince him to use bottie-feeding. Until now deep 
in his heart, he does not want to give bottie-feeding. (Sara: MF, 35y, muiti, PH, BFH)
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Men in Saudi Arabia and in Islamic societies in general are responsible for providing 
a good quality of life for their families, as discussed in the literature review (section 
2.4.1). In the subsequent statement, it can be seen how the husband asked his wife 
(Leena) to stay at home and not to look for job. He will be the one to provide important 
elements of life and she will be the one to take care of his baby:
 My husband wants me to breast-feed my baby. He asked me to stay at home and not to look for
job so I can take care of my baby. (Leena: BF, 23y, primi, GH, NBFH)
In this study 2, the majority of husbands were very supportive and encouraged 
breast-feeding. Conversely it was seen that some husbands had nothing to do with child 
rearing. This was my view and expectation from the Saudi community before conducting 
study 2. Interestingly, only two (Huda and Banan) out of eleven participants reported that 
their husbands had nothing to do with their decision to breast-feed.
 My husband does not mind, it is up to me. He is looking for my comfort. He just
leaves it up to me (Huda: BtF, 23y, primi, GH, NBFH).
Banan said that her husband has nothing to do with her infant feeding decision and 
she was surprised when asked if her husband influenced her choice. This finding reflects 
the Saudi culture of defined gender roles (section 2.4.1). Banan felt that feeding choice 
was something related to her opinion not his:
 My husband has nothing to do with breast-feeding it is up to me not to him. (Banan:
................Btf=, 28y, muitr GH, N B FH )..................................................... ............................ ...................................
This highlights the fact that Saudi women have some autonomy to make her own 
decisions about child rearing without referring to théir husbands. Although there were a 
few husbands who were not interested in the method of feeding of their infant, the 
majority of them encouraged breast-feeding and were very helpful to their wives. 
However, husband’s support was not enough for mothers to overcome the difficulties that 
arose through their infant-feeding journey. Health care team support is highly needed in 
Saudi community as seen in study 2.
In the final section, the last sub-theme that emerged from the study is described: 
sisters and other family members and friends who influenced mothers’ infant-feeding 
choice.
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8.S.7.3. Sisters, other family members, friends and neighbours
In the Saudi socio-cultural context, people tend to share information with others by 
giving advice. For example, when a woman gives birth, most of the neighbours come to 
visit and greet her and at the same time, they give her a lot of advice for the post delivery 
period. Such advice can be about the kind of food that the mother should eat. Other 
guidance may relate to her choice of feeding the baby or advice about whether to 
exercise or not. In the Saudi community there is also the superstition that if mothers 
breast-feed in front of other women who see their breast is full and has enough milk, the 
mother may catch the ‘ ’evil eye”. The ‘’evil eye” is believed to result in reducing her milk 
or making the mother or baby sick. Therefore, they advise the mother either to cover her 
breast while breast-feeding or to go to another room, which may have more privacy and 
where nobody can see her. Another piece of advice is to use bottle-feeding in the 
presence of others. Such advice is considered as a favour for the mother to protect her 
from any harm and as a kind of love and care. These types of advice were evident in the 
following statement:
 I felt so confused during the first month; the people around me give me much advice
that i have never had. Some of them said give bottie-feeding, also they said I have to feed 
my baby in certain time and it should be scheduled. They advised me not to breast-feed 
in front of other women to protect me from the evil eye. i know ail of these advice are not 
correct so i was moving, doing exercise and breast-feeding my baby any time and 
anywhere It was so hard especially as am a way from my mother and i do not know which 
person I should trust. She is my first baby i have no experience. (Rasha: BtF^^ 30y, primi, 
PH, b fh ;
It seems from the findings of study 2, that other family members and friends had a 
great impact on the mother’s breast-feeding behaviours. Mothers could be either 
positively or negatively influenced by them regarding breastfeeding. Manal, Fatin, Leena 
and Huda are examples of mothers who received positive impressions on breastfeeding 
from the surrounding community, as revealed in the following statement:
 Yes my friends, sisters and ail women in my family do breast-feed their babies and
keep teiiing me to breast-feed my baby as well. (Manal: MF, 23y, primi, GH, NBFH).
The norm within the Saudi community is to exclusively breast-feed infants. Despite 
this, Huda did not exclusively breast-feed her baby. The community (her sisters and 
friends) did not influence her to continue to breast-feed, because she had been looking 
for her husband to share this responsibility and looking for her convenience. Bottle-
BtF= Bottle feeding only during the time o f interview. Start breast feeding but they used bottle feeding 
some time between exclusive breast- feeding to exclusive bottle feeding.
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feeding was the best opportunity for her. Huda explains in the following, how her 
community was absolutely supporting breast-feeding but in spite of that, she ended up by 
giving “formula” feed only:
.....all of them breast-feed their chiidren oniy, they do not use bottie-feeding. My oldest 
sister told me not to use bottle-feeding for my second baby: The first baby in the hospital 
they started him on formulae miik and I continued to do so i found it easier to give bottle- 
feeding especiaiiy at home where my husband can help me in this. Ail m y friends’ breast­
feed their baby. (Huda: BtF, 23y, primi, GH, NBFH).
This highlights the fact that Saudi women have started to look to their convenience 
regardless of the support they get from the community. This is an important issue to be 
taken in consideration in the following chapter. It is quite acceptable to see in the Saudi 
community that a man has more than one wife; they may live together or in separate 
houses. From the findings in study 2, interestingly Manal was her husband’s second wife 
and got a lot of support from the first wife. She repeated that the first wife was like a 
mother in giving her advice and support. The first wife was an old woman who treated 
her as her daughter. She helped her in taking care of the baby and she advised her to 
exclusively breast-feed him. The statement below describes Manal’s experience:
....M y husband's first wife also was the important person who supported me and 
encouraged me to breast-feed him. My husband's first wife advised me to be very patient 
with the breast-feeding and she toid me it is the best thing for the baby. She is very nice 
and a very helpful woman. (Manai: MF, 23y, primi, GH, NBFH)
Although the Saudi community supports breast-feeding, it has been found that it 
certain beliefs may also cause mothers to change their mind about breast-feeding. For 
example, some visitors who come to greet the mother after delivery may make 
comments like ‘oh poor baby, he is very small, give him “formula” milk and he will be 
bigger and look much better. This kind of comment affects a mother’s self-confidence 
and may make her feel that her breast-milk is insufficient. As a result, introduced mother 
may introduce “formula” milk. Mona suffered a lot of pressure from her mother’s friends, 
neighbours and other family members to give “formula” milk. Although she was very sure 
that “formula” milk would not be good for her baby and wanted to exclusively breast-feed 
him, she felt weak and could not resist this pressure. This evidence is illustrated in the 
following statement:
..... My neighbours and visitors advised me to give bottie miik because she is small. Give 
bottle milk beside the breast miik to make her bigger and to rest at night. Last month my 
baby was five months old. i bought formulae miik like my friends and i decided to start 
bottle-feeding. I started to give my baby one bottle-feeds at night (Mona: BF, 25y, primi, 
GH, NBFH).
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One mother (Mona) in study 2 felt guilty when she started to bottle-feed, especially 
since she had decided to breast-feed exclusively. The mother tried to give a lot of 
reasons why she did this, like looking for work; her mother advised her. At the same 
time, she wanted to convince herself that what she did was the correct thing for her baby. 
Mona described her experience as follows:
 I did this first because i was beiieved my mother’s advice so I followed her advice,
which is to use one feeding at night to help me to sleep. Secondly, she is now almost six 
months old and thirdly I was expecting to have a job. (Mona: BF, 25y, primi, GH, NBFH).
The finding in study 2 showed that the trends in Saudi Arabia are going towards 
giving mixed feeding. During visits to the primary health centre to collect data, it was 
observed that most mothers when meeting in the waiting area of the well baby clinic, 
advised each other to use “formula” feeding alongside breast-milk, especially at night. 
This trend is evident in the following statements:
 My friends, but all of them give breast-feed but with formulae feeding especiaiiy at
night. (Mona: BF, 25y, primi, GH, NBFH)
 most of our family member’s breast-feed their babies but they also use bottle-feeding
in emergencies or once at night to help the mother to sleep well. (Aseel: MF, 33y, multi, 
G H ,B FH )
This phenomenon of using mixed feeding supports the idea that Saudi mothers are 
more and more concerned with convenience. This issue will be looked at in the 
discussion chapter.
To sum up, the problems facing mothers during breast-feeding initiation played an 
important factor for breast-feeding cessation. Health professionals who deal with mothers 
including general physicians, obstetricians, paediatricians, nurses, midwifes and 
pharmacists are responsible for education and need to have the correct answers and 
advice for mothers regarding breast-feeding. What was obvious from the interviews was 
that most mothers complained of the lack of professional support. Another factor was 
often conflicting advice given by health professionals to mothers, which led to breast­
feeding cessation. New pregnancy was a good reason for a mother to stop breast­
feeding. The maternal grandmother and husband were the main people with important 
influence during implementation stage. They were the first ones to whom the mother 
seeks help after discharge from hospital. Mothers, sisters, other family members, friends 
and neighbours were also influential in determining behaviour post delivery at home.
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Conclusion:
The overall conclusions are that the Saudi women’s responses to their roles and 
responsibilities toward breast-feeding depended on a number of factors influenced by 
cultural, social and religious contexts. These factors affected the breast-feeding uptake 
rate and duration. Consequently the level of change in the mothers’ experience, and how 
each perceived breast-feeding was affected. Some of these factors were personal or 
psychological, and related to attitudes, values, and beliefs. Family members and the 
community around the mother have a considerable influence on the mother’s infant 
feeding choice. Cultural factors also influence the way in which women view their 
experiences. Going back to work was one of the main and key reasons to introduce 
“formula” feeding. Furthermore, structural factors, such as the presence or the absence 
of formal or informal breast-feeding support systems in hospitals and the availability of 
educational programs were important. The hospital environment and early introduction of 
“formula” milk resulted in a lack of initiative to breast-feed or to overcome breast-feeding 
associated challenges. These obstacles were one of the main reasons for a mother to 
decide to exclusively breast-feed or not. Saudi mothers’ were also influenced by the 
perceived adequacy of their milk supply. Sore nipples, breast engorgement and illness 
were also a common reason for ceasing to breast-feed. An analysis of the data also 
revealed that the motivation to breast-feed derives from the fact that women are 
influenced by their religious beliefs and by cultural contexts.
In the following chapter, the relationship between mothers’ different decision-making 
stages and the role of political power, men in positions of authority and social influences 
is discussed. At the same time, the findings will also be examined and discussed in 
relation to the existing literature.
193
Maha Al-madani
Chapter 9: Discussion of study two
The TPB provides the framework for many research studies investigating association 
between psycho-social factors and infant-feeding (Wamback 1998, Dyson e t al. 2010; 
Bai et al. 2010). The TPB was adopted in the quantitative element of study 1^ ° (section
4.2.4.) to explain a sample of Saudi women’s intentions and attitudes toward breast­
feeding. The results highlighted the theory’s ability to predict breast-feeding behaviour in 
this sample (see 6.6.). However, in the first study of women’s intentions, their attitudes 
and behaviour towards breast-feeding were measured but it was not possible to discuss 
whether ‘p erce ived  social p ressure ’ or the influence of ‘social environm ent’ were factors 
which influenced mothers’ decisions to breast-feed or not. Therefore, the qualitative 
study (study 2^ )^ was an effective way to further explore and understand the factors 
influencing infant feeding decisions.
The main research findings of study 2 are based upon self-efficacy and TPB. The 
findings suggest that self-efficacy was an important factor for mothers’ decisions making 
at all stages. Bandura (1977:191-215) defined self-efficacy, as ‘a p erso n ’s b e lie f about 
their capabilities to produce designated levels o f perform ance that exercise influence  
o ver events that affect their lives’. Low breast-feeding confidence has been associated 
with a mother-s perceived insufficient milk supply, and mothers with low confidence have 
three times the risk of early breast-feeding cessation than confident mothers (Dennis 
2002, see 10.2.2.). Dennies (1999) defined breast-feeding self-efficacy (BFSE) as a 
mother’s perceived ability and confidence to breast-feed her newborn. Dennies (1999) 
suggested that BFSE is influenced by the following four factors:
1- ‘ ’personal mastery experiences” . A single belief is constructed around the 
effectiveness of success. If confident mothers have difficulty in success then they are 
strong enough to overcome failure. Development of a strong sense of high breast­
feeding self-efficacy needs experience in overcoming the difficulties during the breast­
feeding process through ‘’p ersévéran t” effort. For example, the findings suggest that 
mothers who face problems during breast-feeding and are able to overcome them with 
support from others, withstand problems in the future better than mothers who did not 
have a successful experience.
Quantitative study carried out in the first stage o f this research 
Qualitative study carried out in the second stage o f this research
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2- "vicarious mastery experiences” (watching other mothers breast-feeding). If 
mothers see others breast-feed successfully, by continued effort, then they come to 
believe that they, too, have the capacity to do so (Hoddinott and Pill 1999).
3- "verbal persuasion” (encouragement from others such as family members, friends 
and health professionals). If the mothers are persuaded that they have the ability to 
succeed in breast-feeding their babies, they might apply more effort than if they have 
self-doubts or personal difficulties when breast-feeding problems arise (such as mothers 
who perceive they do not have enough milk).
4- '’physiological and affective states” (fatigue, pain, stress and anxiety). Mothers 
who receive help and support from others are more likely to overcome their stress than 
mothers without support. Without support, mothers interpret fatigue and pain as 
indicators of low physical efficacy and decreased ability to breast-feed (Bandura 1997).
As previously reported in chapter 8, the Saudi mothers in study 2 went through 
different stages of infant feeding decisions, in which they were influenced by both 
external and internal factors. Thus, some factors were experienced by the mothers as 
being under their own control (internal factors such as attitudes and beliefs) while others 
were felt to be from external sources (factors such as support and hospital practices). 
This chapter will discuss how mothers went through self-control (high self-efficacy) 
during the planning stage to uncontrolled during the (low-self-efficacy) transient stage 
and ended up by achieving a balance between the two first stages. It was also previously 
noted that all stages were influenced by three social structural factors, which formed the 
context in which the stages unfolded: the role of the milk “formula” companies (the 
practice in health services), the role of patriarchy in Saudi Arabia and the role of social 
networks. This discussion is therefore divided into three main parts, based on the 
decision-making stages. The TPB and self-efficacy are most evident in these stages as 
discussed below:
The planning stage; planning stage reflects the mother’s high self-efficacy in breast­
feeding. Mothers’ high confidence in breast-feeding seemed to be due to previous 
experience or from having other children. This stage also discusses the effect of Islamic 
beliefs and general background knowledge on infant feeding decisions.
The transient stage; mothers in the transient stage were characterised as having low 
self-confidence to exclusively breast-feed due to health service practices. This stage
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highlights the influence of Yormt/Za” feeding and multinational advertising on mother's 
decisions, and the effect of advertising “formula” feed on the mother's perception of 
insufficient breast-milk. In addition, this stage discusses the influence of the ‘Baby 
Friendly Hospital Initiative’ and the ‘Non-Baby Friendly Hospital Initiative’ on Infant 
feeding decisions and behaviour.
The implementation stage; this stage reveals the difficulties faced by most of the 
mothers after discharge from the hospital such as physical problems, lack of knowledge, 
negative experiences and the mother having to return to work. All these factors reflect 
challenges facing the mothers to achieve a balance between what they intended to do 
during the planning stage and things that they experienced during the transient stage. 
The mother during this stage is trying to regain her confidence and high-self efficacy.
The diagram shown in figure 16 represents the complex infant-feeding decision 
theory developed from the findings of study 2 and presented in chapter 8. Health service 
practices, paternalistic structure and social powers are fundamental to the theoretical 
framework developed in this qualitative study (study 2). Figure 16 shows how the 
mothers interviewed in this study, attempted to re-adapt themselves and modify their 
decisions, allowing various factors to have an impact on the decision making process at 
different time points according to the defined stages.
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9.1. The Planning stage
The findings of study 2 showed that in the first stage (the planning stage); a mother’s 
sense of self-efficacy was an internal factor, which influenced their infant feeding 
decisions. The mothers during this stage were characterised as having high self- 
confidence to breast-feed and they mainly depended on their beliefs, knowledge and 
previous experiences in their infant feeding decisions. One of the assumptions of the 
TPB is that prior experience with such behaviour directly influences "perceived behaviour 
contror (Ajzen & Madden 1986). This might suggest that mothers who have previously 
breast-fed would be more likely to decide to breast-feed again. This is consistent with a 
concept in Banduras’ (1986) Social Cognitive Theory: "personal mastery experiences”, 
which stresses the importance of success in a human’s own experience, as explained in 
the introduction to this chapter. Little is known about the relationship between a woman’s 
previous breast-feeding experience on later feeding decisions. This highlights the need 
for research investigating this area.
9.1.1 Influential factors during the planning stage
9.1.1.1 Maternai experience and parity
The findings in the quantitative study 1, suggested that maternal age, experience and 
parity are positively correlated with both the initiation and duration of breast-feeding. 
Women who breast-feed for a longer duration were in the 25-34 age group, whereas 
wornen who breast-feed for a shorter duration i.e. less than four months were older (> 
35) and working mothers. None of the mothers in study 1, aged 35 years and more who 
intended to breast-feed did so at the fourth month post delivery. (Sections 5.3.3. & 6.2.). 
An Australian study among four Ojibwa communities found that mothers with previous 
breast-feeding experience were more likely to breast-feed than first time mothers were 
(Martens & Yung 1997). Controversially, a Canadian study found no association between 
parity and infant-feeding decisions (Goodine & Fried 1984). The Canadian findings are 
similar to a Saudi Arabian study carried by Shawky (2003), which found that there is no 
relationship between parity and the initiation and duration of infant feeding.
A longitudinal study carried out by Martens et al. (2002) claimed that although first 
time mothers were more likely to initiate breast-feeding than a multipara mother was, at 
three and six months, both groups had the same number of children breast-feeding. Al-
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Akour et al. (2010) conducted a recent study in Jordan and Syria (the two neighbouring 
countries to Saudi Arabia that have the same religion and share many socio­
demographic characteristics) and found that previous breast-feeding experience was 
linked to positive attitudes toward breast-feeding. Al-Akour et a/. (2010) support the 
findings of both study 1 and study 2 of this current research. This reflects that mothers 
with previous children and experience are the ones who exclusively breast-feed longer 
than the primipara women do. In addition, the first time mother needs support that is 
more continuous than do multipara women. These factors should be considered when 
planning educational programmes to support breast-feeding.
In study 1, 92% of mothers (primipara & multipara) intended to breast-feed during 
their pregnancy (planning stage). However, whether or not mothers made their decision 
before or during their pregnancy is not clear and beyond the scope of this research. To 
support the view of the importance about infant feeding decision timing, Goodine and 
Fried (1984) found that the time the infant-feeding decision was made, positively 
correlated to the duration breast-feeding. Losch et al. (1995) claimed that more than half 
of the mothers appeared to make their decision in their third trimester. In contrast, Maehr 
et al. (1993) found that 27% of younger mothers even decided before pregnancy, 
whereas 54% decided after they had their babies. Therefore, it is important for health 
professionals to differentiate between first time mothers and mothers with previous 
children in terms of finding a suitable time for education and the need for support (see 
10.5)......  ...........................................................................................  ...........................
9.1.1.2 Maternal religious beliefs
The findings of study 2, suggest that a mother's sense of high self-efficacy and 
confidence to breast-feed is shaped by religion, parity, knowledge and social modelling 
(the social norms of Saudi society expected women to breast-feed; section 2.2). Islamic 
beliefs and values were one of the internal factors that affected mothers’ decisions during 
the planning stage. Saudi society has a tendency to mix culture and Islamic beliefs, 
which was another challenging factor when analysing data in study 2. For this reason, it 
was not easy to distinguish between the mothers’ beliefs and the influence of their 
culture (section 2.2).
Islamic instructions and advice give parents full responsibility for their infant feeding 
(section 2.3). Islam appears to be the only religion where breast-feeding is clearly 
mentioned and highly recommended in the holy book the Qur’an (section 2.3). In the
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current study, the more religious and knowledgeable the mother was about Islamic 
teaching, the more importance she gave to breast-feeding and the infant’s rights to 
breast-milk. These findings are consistent with other studies carried out in Saudi Arabia 
such as that by Ogbeide (2002); who found that 79% of mothers decided to continue to 
breast-feed up to 24 months because they believed in Qur’anic teaching. This is 
compatible with the TPB, which suggests that religious beliefs are a factor modifying 
human decision and behaviours.
Parents may also decide to stop breast-feeding any time before the recommended 
period. According to Syed’s interpretation of the Qur’an (2006; Verse 2:233), if both 
husband and wife "desire to w ean the child by  m utual consent and  (after) consultation, 
there Is no b lam e on them ” . In some instances, when mothers are unable to choose 
breast-feeding, the Qur’an gives the father the full responsibility to provide an alternative 
way (a wet nurse) to feed the baby. Although the influence of religion was highly marked 
in the findings of study 2, some mothers took the decision not to breast-feed. This is not 
in conflict with Islamic teaching, and any decision that mothers made about feeding did 
not contradict the overall Islamic commands (section 2.3).
However, the availability of wet nurses in Saudi Arabia is in rapid decline. As one of 
the participants in study 2 said regarding the use of a wet nurse: ‘y es  w hy not. A t leas t 
breast m ilk Is m uch better than form ula milk, but the problem  Is w here to find a  w e t nurse  
these d ays ’ (f^asha: BtF, 3Cly, prirni, PH, BFHJ. Thus health professionals who support 
mothers in infant feeding should also acknowledge the mother’s decision if she prefers 
not to breast-feed. Palmer (2009: 7) said that mothers should not be forced to breast­
feed if they do not want to and that they have the right to decide how they use their 
bodies. However, this means that the evidence of many risks of not breast-feeding 
should not be ignored. In line with Palmer, the Baby Friendly Initiative ,has produced a 
new guide for parents who have chosen to bottle-feed. UNICEF has produced a guide 
(Appendix 23), which is an impartial introduction to the different types of infant “form ula” 
milk available and also covers feeding methods, and how to recognise when the baby is 
hungry or full, check its weight gain, and select bottles and teats. The information is 
designed to be given to parents in leaflet form in the very early post-natal period.
9.1.1.3. Maternal general Information and education about infant feeding
Study 2 findings confirmed that health education and general background influenced 
mothers’ decisions to some extent (section 8.3.1.1). Omer-Salim et al. (2007) suggested
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that a mother's knowledge was stronger than demographic, socio-economic and 
biological factors that influenced the duration of breast-feeding. Mothers who have 
sufficient knowledge about infant feeding are more able to make a decision to breast­
feed (Batterjee 2010; Kong & lee 2004). In addition, Mickens et al. (2009) pointed out 
that .hospitals and health centres can provide prenatal counselling sessions; women who 
attended such sessions had significantly higher breast-feeding initiation and continuation 
rates compared to those women who did not attend. Therefore, health education is a 
significant element that needs to be integrated. Sheth (2005) emphasised that breast­
feeding education should become a high priority and that Saudi Arabia needs to educate 
mothers as well as to stimulate baby-friendly hospital initiatives (BFHI) to promote 
breast-feeding.
Despite the fact that the planning stage is also a critical period, health education 
during antenatal care is crucial. Only a few mothers in study 2 reported that they had 
received their health education from health professionals and there was same evidence 
of a lack of organized health education and support from health professionals. In study 2, 
some mothers reported being left without enough information and sought information 
from the internet. The majority of mothers relied on their relatives for advice. This put 
some mothers at risk of finding out about unpleasant experiences with breast-feeding or 
being given unhelpful advice. In addition, some mothers were able to accept the 
information about “formulae” mWk provided by the employees of the Infant “formulae” mWk 
manufacturing companies, which had implications on mothers' decisions. (I will return to 
this aspect in a later section in the transient stage). Fida & Al-Aama (2003) reported that 
in Saudi Arabia most mothers (56%) received their education on breast-feeding mainly 
from relatives.
Many studies indicated that the written material, which was available to mothers, 
influences their decision towards infant feeding (Hoyer & Horvat 2000; Lewallen et al. 
2006). However, few mothers in this study 2 reported that any written material was 
available for them. Ertem ef al. (2001) suggested that written material about breast­
feeding only provides useful information but not the practical part of breast-feeding.
To sum up, lack of knowledge about breast-feeding skills and support were another 
reason for the early cessation of breast-feeding. Although the Islamic influence as well as 
a woman's experience, mothers’ high self-efficacy and understanding of the nutritional 
aspect of infant feeding affected mothers’ infant-feeding decisions during the planning
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stage. However, mothers were influenced by other factors during the transient and 
implementation stages. These factors were sometimes stronger than their beliefs, 
attitudes and experiences in the planning stage, as discussed in the following stages.
9.2. The Transient stage
This study 2 shows that mothers’ are more prone to external influences during the 
transient stage due to hospital practices and policies. The findings showed that mothers 
(regardless of the type of feeding they chose) expected to receive help and support from 
health workers during this period, and they viewed this period as a time of learning from 
health professionals as role models. Issues related to the effect of health professionals 
were discussed in the literature review. Asole et al. (2009) showed that some hospital 
practices in Italy might have a negative outcome on breast-feeding initiation and 
duration. This includes much of the information from the health professional team. Such 
information often reflected the values of the policies and practice of the health authority.
9.2.1 Influencing factors during transient stage
9.2.1.1 Formulae feeding and multinational organizations
According to the data analysis of study 2, in Saudi Arabian hospitals, the distribution 
of free “form ulae” milk samples is a part of the women and baby discharge process, 
despite the law that prohibits both the distribution of free samples and the promotion of 
"forA77iy/ae" feeding in the health centres (Appendix 18). One multinational organization in 
particular exerts considerable influence in mothers choosing to bottle-feed. According to 
Batterjee (2010) increase use of “form ulae” milk has resulted in overall increase in 
children morbidity and mortality in Saudi Arabia. Study 2 findings are congruent with 
UNICEF Baby Friendly Initiatives (2008:1) who indicated that the two main factors 
interfered with breast-feeding rate during the twentieth century were ‘the m arketing  
activities o f m anufactures o f breast m ilk substitutes and  hospital p ractices which  
underm ined the establishm ent o f b reastfeeding’.
Many mothers in this research perceived having insufficient milk as a reason for 
stopping breast-feeding (this issue will be discussed later see 9.2.1.2). Arora e t al. (2000) 
reported that often, a perceived insufficiency in milk production is associated with a 
delayed onset in breast-feeding. The use of “form ulae” milk has an influence on milk 
production (Appendix 13 & 6.3.). The latest global monitoring report from the
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International Baby Food Action Network (IBFAN 2007) show that Nestlé and other 
companies continue to violate the international code and resolutions in a systematic and 
institutionalized way. Nestlé in Saudi Arabia pays to be allowed to give free “formulae” 
milk to the hospitals for newborns. Such violations of the law are also found in other 
countries. For example, in Hungary mothers receive free samples of “formulae” milk 
through the mail. In China Nestlé also provides wristbands for the newborns with the 
Nestlé name and logo. In Indonesia, mothers receive gifts such as a towel that has the 
logo on it. They intended ”to keep the company name and product in people’s minds” 
(IBFAN 2007 onlin: 7). Accordingly in 2001 the World Health Organisation (WHO) and 
the United Nations Children's Fund (UNICEF) considered these companies as the 
number one killer of babies in developing countries and have strongly advised 
developing countries governments to ban the advertising of manufactured baby foods.
Infant “formulae” manufacturing companies have aggressively marketed their 
products in the kingdom of Saudi Arabia from the late sixties (Harfouche 1981) until 2004 
when the first legislation for marketing Breast-milk Substitutes was signed into law 
(Batterjee 2010, Appendix 18). According to the Arab news:
Saudi Arabia will begin implementing a new law, which bans the advertisement of baby  
milk, food substitutes, baby bottles, and pacifiers. The Ministries o f Health and Commerce 
will enforce the new law, which Is designed to encourage new mothers to breastfeed their 
/A?faA7fs'(news paper accessed 2010)
Through almost forty years of unchecked use of advertising, sampling in hospitals 
and ante-natal clinics, “formulae” milk multinational manufactures changed Saudi 
women’s’ infant feeding practices by introducing “formulae” milk into infants’ diets 
(UNICEF, Radford 2003). The same was experienced in Vietnam where multinational 
companies, in aggressively selling baby “formulae” milk, broke laws, which promoted 
breast-feeding (political News & update MSNBC 2009).
Study 2 generates strong evidence that mothers who received free “formulae” 
feeding continue to use the same brand and even those who had originally planned to 
exclusively breast-feed were affected by this trend. This was shown to be associated 
with shorter duration of exclusive breast-feeding (Ogbeide 2002; Asole et al. 2009). The 
effect of using “formulae” feeding during hospital stay and during discharge will be 
discussed in the following section.
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Findings in study 2 showed that health service practices have a negative impact on 
the initiation and continuation of breast-feeding. Representatives of “formula” feed 
companies were able to access health centres and meet pregnant mothers (in the 
planning stage) and mothers with their babies (implementation stage). In addition, these 
companies were able to reach mothers through health professionals (nurses, midwives 
and doctors) during their transient stage by introducing the “formula” feeding immediately 
after delivery. Thus, at all three stages, mothers were exposed to the publicity from all 
the “formula” feed companies. The global value of baby “formula” makers was estimated 
to be approximately US $3.9 billion. Currently, Europe is the important market and the 
estimated commercial value in 2010 may reach ÜS $ 2.1 billion (Palmer 2009: 5). 
Information about the market share of Arab countries specifically on “formula” feed 
companies is not to be found in the literature.
Study 2 also confirmed that companies employ workers to go to different clinics and 
talk about the benefits of bottle-feeding and introduce the brand sold by the company. 
New mothers presented with a specific brand produced by a multi-national company in 
such a way then see the brand as being highly recommended by the health centre itself 
(part of the hidden agenda, section 8.4.11. The International Baby Food Action Network 
2007, 2010). In addition, advertisements of “formula” milk are linked with health 
statements about infant welfare or to some physiological functions like brain 
development. Such health statements may therefore re-shape mothers’ decisions about 
feeding. “Pregnant women and mothers of infants are the .target audience for 
advertisements of infant formula” {Siang et al. 2010:16). Additionally, these companies 
present images of well-fed babies that are hard for parents to resist. This may give a 
mother the feeling that her breast-milk is not enough and her baby does not look as 
healthy as the one advertised in the “formula” mWk publicity pictures (section 9.2.1.2.).
A recent finding in Vietnam from the Microsoft and National Broadcasting Company 
(MSNBC 2009 online) provides valuable data on health outcomes in different countries. 
Interviews with health workers, mothers and doctors carried out in Vietnam regarding 
baby “formula”, found that doctors are paid to market infant “formula” products, and to 
facilitate their introduction to mothers and health care workers at health centres. The 
same findings have been found in the Saudi Arabian sample in study 2. The latest global 
monitoring report from the International Baby Food Action Network (IBFAN 2007), ‘called 
breaking the rules, stretching the rules 2007 and including monitoring resuits from 67 
countries gathered in the period from June 2004 to October 2007’. They found that in
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Saudi Arabia, such health workers received invitations to gala events including free hotel 
dinners. Elstons (2008) said ‘one sad fact of the 20^  ^century was that the more contact 
mothers had with health workers, the less they breastfed’ (cited from Palmer 2009:5). 
Mothers’ perceptions of not having enough milk appeared to be as result of introducing 
“formula” milk after delivery as discussed in the following section.
9.2.1.2. The perception of insufficient breast-milk
It was found in study 2 that most mothers could not initiate breast-feeding in the ‘Non 
Baby Friendly Hospitals’ even if they had decided to do so during the planning stage. 
This was due to hospital practice, which starts the newborn on “formula” feed before 
giving the baby to their mothers. Mothers’ sense of self-confidence during this stage is 
further influenced by a hidden agenda (giving “formula” feed to newborn in the hospitals), 
which confuses most of mothers even more about what feeding type is the best for their 
babies. Al-Jassir (2006) found that 76.1% of mothers introduced bottle-feeding within 
three months after birth, or shifted completely to bottle milk. It would be interesting to 
know how this decision was influenced by mothers’ self-confidence.
Although Saudi government policy supports breast-feeding, from my experience as a 
nurse and interacting closely with different governmental hospitals in Saudi Arabia, it 
seems that these hospitals still believe that the newborn is unsafe to be breast-fed until it 
is permitted by the paediatrician that his/her mother can handle him and breast-feed him. 
Before that, the baby is given glucose and bottleTeedS; Current research findings (study 
2) support this observation. All mothers who planned to exclusively breast-feed and 
subsequently delivered their babies in ‘Non Baby Friendly Hospitals’ were unable to 
initiate breast-feeding early due to hospital practice, which acted as an obstacle to 
breast-feeding.
World-Wide, mothers report not having enough milk as the first reason for breast­
feeding cessation (Heath et al. 2002, Lewallen et al. 2006, Arora et al. 2000, McCann et 
al. 2007 and Ahluwalia et al. 2005) (section 3.10.3.3). In the literature, they call this 
phenomenon, ‘insufficient milk syndrome’ (IMS), which has many causes. One of the 
explanations of this syndrome is what is believed as a more commonly acknowledged 
reason for weaning than other reasons (UNICEF 2008, and Tully & Dewey 1985). Other 
explanations of this syndrome are the misconceptions that mothers have about the 
normal frequent feeding patterns that the infant needs during the first few weeks of their 
life. Mothers feel that they do not have enough milk during this period and this concern
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often leads to supplementation (UNICEF 2008). Another reason is the normal 
physiological response of reduced lactation when the mother starts using “formula” 
feeding as this interferes with milk production.
The early initiation of breast-feeding can have an effect on the early production of 
oxytocin and this facilitates the production of milk (Matthiesen et al. 2001; Uvnas-Moberg 
et al. 2005; UNICEF 2008, Appendix 13). Mothers who delay breast-feeding will delay 
the process of milk production, which as a result affects their self-confidence (section
6.4). Therefore, most of the mothers in this research study (1 and 2) gave the reason of 
not having enough milk when switching to “formula” milk. The standard hospital practice 
that separates mothers from their infants during the immediate post-partum period 
(transient stage), is another influencing factor dictating whether a mother breast-feeds 
during the transient stage or not (Bramson et al. 2010). This follows the routine 
separation of mothers and babies that were common in the 1970s and 1980s in UK 
hospitals (UNICEF 2008).
The benefits of colostrum will be deprived from infants if breast-feeding initiation is 
delayed (Uruakpa et al. 2002) and short breast-feeding duration has been associated 
with delay of breast-feeding initiation beyond 2 hours post-delivery (Nakao et al. 2008). 
In addition, if the breast-feeding process is delayed, the mother will face more challenges 
such as a lack of hospital professionals’ support, supervision and advice. Proper 
diagnosis and management can solve the minor discomfort and problems that women 
may face. Dennis (2002) suggested that it was breast-feeding difficulties that led to early 
breast-feeding cessation, not maternal choice. The American Academy of Paediatrics 
(AAP 2005: 498) notes that ‘lack of guidance and encouragement from the health 
professionals’ is one of the obstacles to the initiation and continuation of breast-feeding.
Although a pamphlet alone about breast-feeding information is not enough in 
supporting mothers during the first days post delivery, findings of study 2 showed that 
none of the mothers had been given any written material about breast-feeding upon their 
hospital discharge. On the contrary, they had been given free “formula” milk and some 
information about this particular brand. A study published in 2003 by the U.S. Preventive 
Services Task Force found that giving a pamphlet on breast-feeding for new mothers 
upon their discharge from hospital, was ineffective and they recommended that mothers 
to take classes instead. Therefore, it is important for the breast-feeding supporter to take 
into consideration the importance of practical sessions before and after delivery to
206
Maha Al-madani
enhance breast-feeding rather than depending on written materials (see chapter 10). 
According to Hogan (2001), mothers were much more likely to breast-feed and continue 
for longer due to the counselling programs they had attended. The same study published 
in 2003 by the U.S. Preventive Services Task Force also found that many mothers leave 
hospital with little information about breast-feeding benefits and with ‘a gift packet from 
“formula” manufacturers with coupons and infant Tormu/ae" samples’. It was suggested 
that advertisement and gifts are the reason for early breast-feeding cessation.
In study 2, the main source of help that mothers received when they went home was 
from their own mothers and husbands (this is discussed later in the implementation 
stage). DiGirolamo et al. (2003) reported that many mothers did not receive any positive 
breast-feeding messages from the hospital staff. The lack of interest of staff in the 
hospital at delivery was associated with an increase in discontinuing breast-feeding at 6 
weeks (DiGirolamo et al. 2003). Another study (Lewallen et al. 2006) stated that the 
majority of mothers received help in the hospital (79%), mainly from lactation 
consultants, nurses and nursing students. Once the mother returned home, information 
about infant feeding was minimal and most sources were from family and the home care 
nurse. From my experience, there are no home care nurses in the structure of health 
care in Saudi Arabia.
The Baby Friendly Hospitals are the ones that practice ten steps to successful 
breast-feeding as recommended by WHO (see table 1 page 28). One of these steps is 
establishing the early skin-to-skin contact. Early skin-to-skin contact for newborns and 
their mothers reduces crying, improves mother-baby bonding and helps mothers to 
succeed in breast-feeding (Moore et al. 2007 and Chiu & Anderson 2009). As the 
literature reviewed about Saudi Arabia indicated, out of 172 hospitals asked by the 
Ministry of Health to be ‘Baby-Friendly’, only 12 were subsequently accredited.. Two of 
these were in the Eastern region where this research was carried out (section 2.4). The 
most common hospital-based practices in Saudi Arabia ignore the significance of skin-to- 
skin contact (Al-Nahedh 1994; Kilani 1999). This is thought to affect the development of 
mother-infant bonding (Awi & Alikor 2006). It has been shown in the literature that 
implementation of the Baby Friendly Hospital Initiative I was associated with significant 
annual increases in exclusive breast-feeding rate in 45 countries (Abrahams & Labbok 
2009).
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In summary, some mothers decided to adopt exclusive breast-feeding but due to 
many challenging factors during implementation, did not comply with the plan. These 
factors are firstly, infant “formula” manufacturing companies targeting mothers during the 
transient stage. Secondly, mothers during this stage had low-self confidence because 
they perceived that they had insufficient breast-milk due to hospital attitudes and 
practices. Finally, insufficient knowledge and lack of professionals’ support during this 
stage influenced mothers to bottle-feed. Although mother’s planned to breast-feed, as 
the TPB points out, the ’’social environment”, such as the factors mentioned in this stage 
(i.e. formula feeding and multinational companies) can influence mothers’ planning and 
therefore their behaviour towards breast-feeding. Therefore, the transient stage is thus 
significant; what happens here affects what occurs in the subsequent stage (Moore & 
Coty 2006). This is discussed in the implementation stage.
9.3. The Implementation stage
Findings in study 2 indicated that the implementation stage should be considered just 
as important as the other stages. This stage may however be more critical than the 
transient stage because the mother now makes the final decision. This decision is 
dependent on different factors such as her self-confidence and the professionals’ support 
she has available. Sheehan et al. (2010: 371) said:
Woman’s infant feeding decisions cannot be viewed in isolation from other post-natal 
experiences and needs. Infant feeding decisions will only be understood and 
appropriately supported when they are seen in relation to the circumstances of a woman’s 
life, her immediate socio-cultural context and individual experience’.
From my experience as a mother, the process of breast-feeding is not always easy, 
as it can be much more complex than bottle-feeding. It has been identified that the most 
difficult period for breast-feeding women is in the first 6 weeks post delivery (Hailes & 
Wellard 2000). It has been thought that breast-feeding is “natural, it should be 
straightfonA/ard and simple” (Dykes 2006). However, the first time mothers who tried to 
breast-feed described their early experiences a “far from natural or ideal” (Dykes 2006: 
77). There is always a big gap between mothers’ expectation and the reality of breast­
feeding (Hoddinott & Pill 2000; Mozigo et al. 2000; Bailey et al. 2004). Shaw (2003) 
argues with the tendency to “naturalise” breast-feeding as what may be perceived as 
bodily exchanges between social subjects who are engaged in a “gift relationship”-, is a
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concept which may put some mothers’ feelings of risk and uncertainty (cited from Dykes 
2006: 77). Shaw (2003) also claimed that breast-feeding is not simple and that mothers 
who had difficult experiences may stay away from breast-feeding regardless what is the 
norm or the expectation of others towards infant feeding. Shaw (2003) said:
“The relation between maternal desires, one’s Identification as a ‘good mother’ and actual 
experience of breastfeeding are not so straightforward. Bad experiences of breastfeeding- 
for whatever reason-may in fact induct or motivate women to distance themselves from 
disciplinary technologies and social norms and expectations they regard at odd with their 
own sensory understandings and dispositions” (cited from Dykes 2006:78).
One drawback to breast-feeding is that mothers need to be far more physically 
available to their newborn. Health may also be an issue. The mother may not feel well or 
be available to breast-feed all the time. Therefore, the maintenance and continuation of 
breast-feeding is more complex than it is at the beginning (Sheehan et al. 2009).
9.3.1 Influential factors during the implementation stage
9.3.1.1 Perceived physical problems and satisfaction of breast-feeding
Results from study 1 indicated that combined feeding comprised the largest group; 
52% (n=38) of mothers. Most of the mothers (92%) intended to breast-feed exclusively 
during their planning stage but during the implementation stage, the percentage of 
mothers who actually breast-fed dropped to 23%. As discussed before, it was in the 
transient stage that mothers were most likely to be influenced to bottle-feed. As a result, 
this led them to change their minds about what they had intended in the planning stage.
Physical problems (such as sore nipples or illness) associated with the practice of 
breast-feeding are considered in study 2 to be another reason for breast-feeding 
cessation. According to the TPB, intentions and beliefs in the ability to perform such 
behaviour may not be enough when a person has no or little information about the 
behaviour. Over time, with more experience, the individual develops a realistic picture 
about their ability to engage in the behaviour (Moore and Coty 2006). Breast-feeding 
however is problematic because the mother faces some unexpected challenges and 
barriers throughout the transient and implementation stages. Enhancing confidence in 
breast-feeding in the immediate post-delivery period can reduce mothers’ perceptions of 
having insufficient milk, early breast-feeding cessation or using feeding supplementation 
(Otsuka et al. 2008). It has been acknowledged that one of the main reasons for breast­
feeding cessation is breast-feeding problems (Riordan 2009, section 3.2.5.). At the same
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time, many mothers continued to breast-feed and were able to overcome these problems 
(Sheehan et al. 2003). Scott and Mostyn (2003) and Ahmad (2010) have highlighted the 
importance of support and knowledge for women to maintain this practice through 
breast-feeding problems.
9.3.1.2 Confusing advice
Lack of knowledge and confusing advice from health professionals were one of the 
reasons for mothers in study 2 to decide not to continue to breast-feed (sections 8.5.3 &
8.5.4). Moreover, findings in study 2 showed that most mothers, when they faced 
problems during breast-feeding, asked for help from others such as their husbands, their 
mothers or friends before seeking help from health professionals. However, the advice 
received by mothers from physicians in study 2 was sometimes incorrect and had 
adversely affected breast-feeding decisions. Smith et al. (2003) concur about the 
influence of incorrect advice. In addition, significant infant-feeding knowledge deficits 
have been found among health professionals working with mothers and babies (Smith et 
al. 2008). Most health professions also ignore the inter-relationship between medical 
issues and the commercial interests of companies (Palmer 2008:8). Most of the health 
professionals in Saudi Arabia do not have sufficient information to promote and support 
breast-feeding, as claimed by Bellah and Dabal (1998). Conflicting advice from health 
professionals was also a factor that influenced mothers' decisions in other countries and 
has been well documented in the literature (Moore & Coty 2006; Hailes & Wellard 2000; 
Ràisièf 2000)........................................................................................................................
Study 2 findings showed that prescribing medication during lactation due to sickness 
was a further factor that influenced mothers' decisions on breastfeeding. The important 
role of health professionals in mother’s feeding decisions has been shown in the 
literature. Alwelaie et al. (2010) reported that approximately 61% of Saudi mothers 
maintained that a health professional told them not to breast-feed for medical reasons. 
Drugs prescribed for nursing mothers are frequently mentioned in other studies as one of 
the reasons for stopping breast-feeding. Sometimes the effect of the drug is not related 
to reproduction, but the mothers may be advised to supplement breast-feeding with 
“formula” milk or stop lactation during the treatment, which may contribute to decreasing 
the milk supply (Crenshaw 2005 & Lewallen et al 2006). Therefore, an increase in 
breast-feeding education for health practitioners can increase breast-feeding initiation 
rate in the hospitals (Grossman et al 2009). Vittoz et al (2004) suggested that if maternity
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ward professionals take a three day training program, this could moderately increase the 
median duration of breast-feeding.
9.3.1.3 Mothers in employment
In study 2, maternal employment was one of the important factors that influenced 
mother’s decisions during the implementation stage. It has been discussed in the 
literature (section 2.4.1.) that the number of Saudi working women in the labour market is 
increasing every year. Working mothers in Saudi Arabia are aware that they only have a 
short period of maternity leave (10 weeks, see sections 6.1 & 2.4.1.), and therefore they 
would have to start buying “formula” feeds during their leave to help their child get used 
to the “formula” feeding method. It was clear from study 2 that when Saudi mothers 
returned to work, pressure was put on them to start bottle-feeding. These findings are 
congruent with Batterjee’s (2010) study. In addition, Visness and Kennedy (1997 pp:45) 
indicated that among employed mothers, breast-feeding duration was positively 
associated with the duration of maternity leave (Data from the 1988 US National 
Maternal and Infant Health survey). It has been confirmed in the United Kingdom that 
one of the predictive factors in early breast-feeding cessation is a mother’s return to work 
within three months after the birth (Bick 1998).
Mothers in study 2 were inclined to use mixed methods of feeding because of a 
personal feeling of convenience. A few mothers stated that they wanted their child to 
gain weight so they.added ."formu/a”.feeding, .or.that.they wanted to share.the infant. 
feeding responsibility with other family members such as their husbands. Earle (2002) 
discusses a similar idea about sharing the infant feeding experience with the baby’s 
father saying ‘fathers were either seen as able to alleviate the daily grind of early 
motherhood, or there was a desire for ‘shared parenting’ (Earle 2002:212). In study 2, 
most of the Saudi mothers who were planning to go back to their jobs or were looking for 
work after maternity leave, thought of introducing “formuia” milk as the most convenient 
method. The influence of convenience in the mothers’ decision is consistent with the 
work of Homeier (2005), who clarified that “formula” feeding may give more freedom to 
mothers to leave their baby with one of the family members to feed him/her. Homeier 
(2005) said that a “formula” feeding mother depends on time to determine her child’s 
meals and frequency of feeds rather than on the demand of the child to be fed, which 
provides a sense of flexibility and convenience for the mothers.
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The influence of the labour market on breast-feeding practice has seen a marked rise 
in the recent decades (Galtry 2003; Angeletti 2009; Otoo et al. 2008). These findings are 
different from Haider and Begum (1995), who claimed that although maternal 
employment has influenced breast-feeding cessation, almost half of the mothers in their 
study started the complementary feeds a long time before they returned to work.
As discussed before in the literature review in Saudi Arabia mothers are the ones 
who take responsibility for raising children, not fathers. On the other hand, women are 
now requesting to share the business world alongside men and are contributing 
financially to the household needs (section 2.4.1). These changes have affected both the 
roles of men and women in child rearing. The same experience occurred in Western 
European and North American societies; gender roles changed, from women being 
wives, domestic workers and child carers to working outside the home and supporting 
themselves financially (Haas 2008).
The current data (study 2) shows that looking for a job was a stronger influence on 
the Saudi mothers interviewed for introducing “formula” milk than their own mothers' 
advice (section 8.5.7.3). This was obvious in Mona’s situation when she was waiting for a 
reply from the job office. When she found she did not have the job she applied for, she 
immediately went back to exclusively breast-feed her babies: "But when I found that 
nobody replied to me regarding the job. I stopped the bottle-feeding and now I am only 
breast-feeding her and giving some semi solid food (Mona: BF, 25y, primi, GH, NBFH). 
This example shows that Saudi mothers are starting to think about sharing the 
responsibilities of infant feeding with their husbands.
Returning to work or school is a reality for many Saudi women today (section 2.4.1). 
Lawallen et al. (2005) indicated that many mothers could maintain breast-feeding even if 
they returned to work, if given adequate information and support. The results of study 2 
emphasises the fact that employed mothers in Saudi Arabia need information on how to 
express milk, how to schedule expression, and how to store the milk appropriately. 
Mothers also need health support during the transition back into the labour force 
(Angeletti 2009).
To summarise, going back to work was the main reason for switching to “formula” 
milk. This pattern of behaviour is also discussed in the literature review (section 3.2.2). 
The reason for this trend appears to be that “formula” milk can be administered easily
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and a caretaker/partner can feed the baby while the mother is away at work (Homeier 
2005).
9.3.14. Availability of family social support
Social influences such as husbands and maternal grandmothers have emerged as 
important factors that influence the choice of infant feeding during the implementation 
stage.
Husband’s support
Behavioural plans with regard to infant feeding decisions are affected by attitudes of 
other people close to the mother (Bai et al. 2010). Husbands in the present research had 
an important role in supporting breast-feeding mothers; through either helping them with 
other children or with the new baby. In other countries such as Iran, the husband and any 
other family members are the ones who support the mother with breast-feeding 
difficulties (Koosha et al. 2008). In addition, it has been found that the most significant 
factor for mothers to initiate bottle-feeding was a mother’s perception of the father’s 
attitude (Arora 2000). Kessler et al. (1995) reported that in a group of 133 women, 71% 
were influenced by the infant’s father and 29% by the maternal grand mother.
It was found from study 2 that mothers were influenced by their husbands’ attitudes 
towards breast-feeding (section 8.5.7.2). The findings of study 2 showed that all except 
for two of the participants received physical or emotional support from their husbands. It 
could be argued that there was an implicit need for the husband’s approval in the 
participants’ quotes. For example, a husband’s (partner’s) support has been identified as 
an important source of both physical and emotional support to breast-feeding women 
(section 3.2.4). Also, study 2 showed that, both mothers who had husbands who played 
no role in infant feeding (Banan, Huda) breast-fed less than those mothers who had 
support from their husbands (Leena, Fatin, Mona, Aseel, Areej, Sara, Manal, Reem, 
Rasha). Support from the husband was found to be an important factor in a recent study 
conducted in Jeddah; the western area of Saudi Arabia (Batterjee 2010). Additionally, 
women whose partners prefer breast-feeding to “formula” feeding have repeatedly been 
found to breast-feed for longer than other women (Arora et al. 2005; Scoot et al. 1999; 
Swanson & Power 2005).
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According to the participants in study 2, many fathers wanted to be involved in 
parenting, but at the same time, they felt unprepared and lacked the relevant information 
to be effective in their supportive role (8.5.7.2). Despite this, most of the mothers in the 
current research reported a feeling of great help and support received from their 
husbands. Therefore, giving information about breast-feeding benefits and possible 
problems associated with breast-feeding initiation may give fathers confidence to support 
their partners and become breast-feeding advocates (Ekstrom & Nissen 2003; Pavill 
2002). Fathers’ involvement in parenting, being the primary source of support and ’’being 
an advocate” has been shown to be associated with an improved breast-feeding rate 
(Tohotoa et al. 2009; Al-Akour et al. 2010). Fathers’ opinion on breast-feeding appeared 
more influential on mothers’ decisions than the influence of the health professionals 
(DiGirolamo et al. 2003). Contrary to Sheehan’s study (2010), the father appeared not to 
have an important role in the breast-feeding decisions of women.
The following section presents the role of a man as a husband and as father at home 
and his role, within managerial positions in the health services. The discussion is based 
around how his role affects breast-feeding decisions.
The patriarchal structure 
The man at home
. . From study 2,.there.is convincing evidence that husbands, play a significant.role.in 
influencing mothers’ feeding choices (section 9.3.1.4.). At the same time, after reviewing 
the data analysis several times a few limitations related to the husband’s preference for 
their wives to breast-feed were realised. From this, the following questions emerged:
How significant was the husband’s support and help?
How did his preferences influence the mother’s choice? What role did 
male dominance play, if any?
^  Why did husbands ask their wives to breast-feed?
Were their encouragements due to the nutritional benefits of breast­
feeding?
T& Were their encouragements due to financial issues; or was it due to 
religious purposes?
Were their encouragements because of the influence of a patriarchal 
society?
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From a Saudi woman’s perspective, it is possible to reflect on how an essentially 
patriarchal society^^ affects decisions about infant feeding. Some Muslim women often 
interpret Islam in a very conservative manner, stressing women’s obligations and roles. 
Generally, husbands are perceived as an authority figure in the home. Religious reasons 
for obeying the husband’s wishes are interpreted as essential and basic in Islamic 
teaching. According to some interpretations, men are superior to women because they 
have more knowledge and power (Siddiqi 1996, Stowasser 1996 cited from Vidyasagar 
& Rea 2004). In study 2, most of the participants paid great attention to their husband’s 
requests to breast-feed their babies. Study 2 confirms this view when Leena said "my 
husband wants me to breast-feed my baby. He asked me to stay at home and not to look 
fora job so I can take care of my baby”. (Leena: BF, 23y, primi, GH, NBFH).
While most of interpreters of the Qur’an accept the notion of the existence of 
fundamental differences between the sexes emotionally as well as physically, ” f / 7 / s  
implies no superiority or advantage before the law” (Badawi, 1971 pp 17-18 cited from 
Vidyasagar & Rea 2004). The Qur’an in general indicated that men have a responsibility 
to provide for women (section 2.2.); this does not mean they have unconditional authority 
over women (Al-Hibri 1982). In study 2, some mothers, perhaps influenced by education, 
work, or more lay liberal thinking, might have the view of their religion that allows the 
woman more say in gender role matters. This was the response of Banan when she said 
"my husband has nothing to do with breast-feeding; it is up to me not to him. (Banan: 
BtF, 28y, multi, GH, NBFH)”. She believed herself to have autonomy in matters of infant 
feeding. Bloom ef al. (2001) claimed that the more freedom in taking decisions women 
have, the more likely they are to receive antenatal care and to use delivery care. In 
addition, it is suggested that women’s autonomy is as important as education to 
children’s survival and child health in Egypt (Kishor 2000).
Sara in study 2 was not a working mother but she wanted to bottle-feed her baby 
against her husband’s wishes. She was perhaps trying to establish her own autonomy 
”my husband refused to buy formulae milk for this baby and this is why I started later at 
about 3 months. I took a long time to convince him to use bottle-feeding”. This is 
indicative of changing gender roles in Saudi society. Sara believed that infant feeding
Patriarchal (adj.) describes a general structure in which men have power over women. Society 
(n.) is the entirety of relations of a community. A patriarchal society consists of a male- 
dominated power structure throughout organized society and in individual relationships.(feminism 
definition by Napikoski L : from internet http://womenshistorv.about.eom/od/feminism/a/patriarchal.htm. 
accessed on 10 07 2010)
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was her business, not her husbands. The term autonomy is general and complex. 
Women’s autonomy is influenced both by women’s personal characteristics and by the 
cultural norms of different groups (Makinwa and Jensen 1995 cited from MPIDR 2007). 
In Saudi Arabia, women’s working status, educational level and socio-economical 
indicators have a strong influence on women’s decision-making autonomy (Woldemicael 
2007).
Men at work
Saudi women are not treated equally to men due to cultural traditional beliefs, 
consequently, it has become difficult to distinguish between what is religiously mandated 
and what is required due to Saudi social customs and traditions (Vidyasagar and Rea 
2004). For more detail about the gender role, see section 2.4.1.
The research strategy for study 2 was intended only to interview mothers. Although it 
was not planned to interview people in managerial positions, as part of the inquiry 
process, more information was sought when one of the company workers was observed 
giving advice to the new mothers about "/brmw/a” feeding. As part of the general data 
gathering strategy during the interview stage (section 2.5), the findings from this 
interview was that, there may be an imbalance of political power in Saudi Arabia, 
especially in the health sector. The following factors may indicate this:
> Men select the particular brand they allow the sales people to present in health 
centres.
> Men act as gatekeepers of the product and how it is presented.
> Men are the ones who set the law and regulations regarding maternity leave and 
determine the breast-feeding hours for employed mothers.
This interview suggested that female health professionals might not have as much 
authority regarding any issues, especially things related to maternal and child health 
(section 2.5). In general, husbands among these Saudi mothers in study 2, supported 
and influenced their wives infant-feeding outcomes. The maternal grandmothers and 
friends were also an important factor affecting her daughter’s decision making as seen in 
the following section.
Maternal grandmothers and the support of friends
Most of the participants in study 2 revealed the importance of family support and 
reinforced the popular beliefs about the role of maternal grandmother. Her mother’s
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support was noticeable in Mona’s experience, she said 7 went to my mother and she was 
very helpful regarding breast-feeding and she encouraged me and helped me to care for 
my daughted (Mona: BF, 25y, primi, GH, NBFH). Few participants in study 2 said that 
their mothers had no influence in their infant feeding decision. However, their mothers 
may have influenced them without them noticing, especially those mothers who did not 
breast-feed their daughters. This was indicated when Areej said "my mother does not 
interfere with my life at ail. My mother never breast-fed she gave bottle-feeding for all of 
us as she said. (Areej: MF, 25y, multi, PH, NBFH) (See 8.5.7.1) Areej used mixed 
feeding from day one after delivery.
The women in this research had a positive attitude towards traditional breast-feeding. 
They pointed out how family members and friends shared the same view of the familiar 
picture of breast-feeding in the Saudi community. Although support is recognised as 
important for breast-feeding women, findings from study 2 suggested that not all support 
is positive. For example, when Rasha said 7 felt so confused during the first month; the 
people around me give me much advice that I have never had. Some of them said give 
bottle-feeding’. In addition, Mona’s mother did not support breast-feeding ‘My mother told 
me you should think about giving mixed feeding because this will help you to sleep 
better’. These findings are consistent with Batterjee (2010), that in Saudi Arabia both 
relatives and grandmothers’ pressure may interfere with a mother’s decision to 
exclusively breast-feed. Raj and Plichta (1998) also reported that in Norfolk, USA, 
negative social support has been identified as an obstacle to breast-feeding success.
In the present study, it was evident that the women who a mother's encouragement 
and support for breast-feeding, breast-fed her own children. This picture is different if 
compared to another society, such as the United Kingdom. For example, the following 
quote by a research participant (Murphy 1999) represents the situation in the UK:
I am worried if I do not breast-feed. I would like to breast-feed but my mum, my mother in 
law and my sister have not done it so I’m not sure about It’’’’ but I wouldn’t really like to 
breast-feed. I would much prefer the baby get the milk from the bottle. It Is more natural 
that way (Murphy 1999:195).
This was an example of a mother convinced that breast-feeding is the best for the 
baby, but she cannot see it as ‘naft/ra/’ when she thinks about it in practice. In addition, 
the fact that all family members including her mother did not breast-feed their babies, 
made it more difficult for her to breast-feed as she thought she might look unusual if she
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did it. There is an established link between a mother’s breast-feeding history and her 
daughter’s breast-feeding duration (Ekstrom ef a/. 2003).
Women who come from countries where breast-feeding is the norm, are at an 
advantage over women from countries where breast-feeding is not the norm (Hunt 2006). 
An appropriate appreciation for motherhood and support for breast-feeding in a society 
has been found to influence breast-feeding duration (Morgan & Hutt 2001). In Sweden, 
the breast-feeding rate is higher than in other European countries as Hutt and Morgan 
claimed (2001), because of a number of factors as follows:
> Breast-feeding in the hospital is regarded as the normal way and bottle- 
feeding is an exceptional method.
> In Sweden, they have different provision of maternity leave. The maternity 
pay is 80% of salary for 360 days, and the baby’s father has 90 days as 
well.
> A network support system is highly developed in Sweden; volunteer 
mothers are available to provide telephone support for new mothers.
> Mothers have considerable support from media articles to create 
comfortable communities for mothers to breast-feed.
Although cultural differences between countries exist, and in Sweden the population 
are highly educated about the importance of breast-feeding, Sweden’s experience of 
supporting women immediately after delivery and after discharge could be used as a 
model for other countries. Support should come from the hospital community, from the 
work force for both parents, from other breast-feeding mothers and from the media.
Summary:
The data present findings about women’s perceptions and their personal experiences 
of infant feeding. The findings of study 2 indicate that there are several stages these 
women went through, and each stage has it own aspects that may affect the initiation 
and duration of breast-feeding.
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Chapter 10: Conclusion
This chapter presents the integration of study 1 with study 2, followed by a summary 
of the findings of both studies and their implications for practice. The strengths and 
limitations of both studies are discussed together with some useful recommendations for 
policy and further research in this field.
10.1. The integration of study 1 and study 2
Two main approaches have been used in this study: a quantitative study using an 
established approach (section 4.2) and a qualitative study probing deeper into the issues 
raised from the former study. Using mixed methods does not always mean triangulation. 
The means of distinguishing between triangulation outcomes and the use of mixed 
methods for other purposes has not been clearly stated by many authors (Moran-Ellis et 
al. 2006). According to Greene et al. (1989 cited in Moran-Ellis et al. 2006: 49-50), there 
are three reasons for using multiple methods rather than triangulation: “the use of one 
method to inform the design of another method, with the latter often seen as more 
significant for answering the research question. The use of mixed method or perspective 
to increase depth or breadth of data generated and the use of mixed method to 
encompass muitiple components in a single empirical project”. In addition, the definition 
of integrate is "to combine (one thing) with another to form a whole” (Oxford Dictionary of 
English,. 2003). Therefore,, in this research study, methods were.combined.rather than. 
integrated.
The qualitative method (study 2) was informed by the quantitative method (study 1). 
This approach seemed necessary to gather more information from the findings of the first 
study, in order to improve their quality and depth. It was not intended that they make “an 
equal contribution to knowledge about the phenomenon” (Greene et al. 1989 cited in 
Moran-Ellis et al. 2006: 51) or provide a scheme for looking for differences and 
similarities. The data collected in study 1 resulted in the emergence of the concept of the 
planning stage. For example, the most striking findings from study 1 were that 92% of 
mothers had originally intended to breast-feed. The question of why they subsequently 
changed their minds and their feeding methods after they had given birth was explored in 
the study 2. The findings from study 2 were more illuminating in this respect than the 
rather bare quantitative data that study 1 yielded.
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10.2. Summary of the research findings
The exclusive breast-feeding rate in Saudi Arabia is lower year after year. There 
have been many studies of breast-feeding in Saudi Arabia, most of which have adopted 
a quantitative approach, mainly with participants chosen from the capital city and the 
Western region. These studies have largely focused on socio-demographic factors that 
influence the choices new mothers make about infant feeding. While these studies have 
an important role in informing academic research, unfortunately they help to paint only a 
partial picture of the problem. This work however, focuses on using both quantitative 
and qualitative methodologies to explore Saudi women’s breast-feeding attitudes, 
experiences and factors affecting their decisions.
The main original aim of the quantitative research was to assess the influence of 
maternal breast-feeding intentions on actual practice, and at the same time provide the 
opportunity to validate the Iowa Infant Feeding Attitude Scale (I I FAS, table 6) in the 
Saudi community. To date there has been no use of this instrument among Saudi 
Arabian mothers published elsewhere. A longitudinal study using this scale was 
conducted to examine Saudi pregnant mothers’ attitudes toward breast-feeding, in two 
phases: during pregnancy and after delivery. 92% (n=160) of Saudi women intended to 
breast-feed exclusively when asked during pregnancy. In the follow-up phase, the trend 
was a move away from exclusive breast-feeding, particularly among educated and 
working women, regardless of what they originally believed about the perceived 
importance of breastfeeding. The practice of combined feeding became the norm (52%). 
The intention of the mother regarding how she would feed her newborn^^ was not a 
predictor of infant feeding attitude before delivery, but was a predictor for breast-feeding 
four months post partum. It is concluded that religious and cultural factors influence a 
mother’s breast-feeding intention and her attitudes "^  ^ towards feeding methods. Some 
other factors resulted in a relatively low uptake of breast-feeding. The MIIFAS was useful 
in predicting a mother’s choice of feeding methods only when her infant was four months 
old. During the completion of the Ml FAS questionnaire, the same respondents were also 
asked whether they would be willing to participate in further research, for further inquiry 
into the mother’s reasons for choosing breast-feeding, or other methods.
23 Maternal breast-feeding intention= the type of feeding the mother planned for the new-baby during 
pregnancy.
Maternal breast-feeding attitude^ measured by using MIIFAS
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Sheehan et al (2009:372), working in the same field, have pointed out that: 
“Qualitative research demonstrates the complexity of breast-feeding decisions and 
practices highlighting the emotional and social significance of breast-feeding”. Such 
views, and my own perceived limitations of the quantitative approach, led me to carry out 
a qualitative study of eleven mothers to gain a deeper understanding of the factors in 
Saudi Arabia that influenced new mothers' approach to infant feeding. Therefore, studies 
of participants aged between 23 and 35 years old were undertaken and completed in
2010. Ten mothers were housewives and one returned to work when her baby was six 
months old. All participants started breast-feeding their babies after delivery but varied in 
relation to the time of the onset of using this method and the duration for which they did 
so. Some mothers exclusively breast-fed their babies and others used mixed feeding. 
The participants were interviewed after they had initiated infant feeding; the time ranged 
between 4-8 months after delivery.
The findings of the qualitative stage indicated that mothers’ decision-making went 
through several stages. Each stage was characterised by certain factors that affected 
breast-feeding initiation and continuation or the choice of other feeding methods. Some 
of these factors related to the mother’s pre-existing attitudes and beliefs, their 
experiences and their general knowledge about infant feeding. Others related to their 
perceptions of religion and to the availability of professional support and education. In the 
planning stage, infant feeding decisions seemed to be made during pregnancy and even 
before contact with health professionals..............................................................................
Secondly, the transient stage, emphasises the time immediately after delivery, in the 
hospital, before the mother’s discharge. It is characterised by the mother often feeling 
weak, and coping with the sometimes unexpected demands of the new baby. At the 
transient stage, the mother seems to be at her maximum exposure to external influences 
that she may perceive as more knowledgeable and authoritative than her own beliefs. At 
this stage, mothers’ self-confidence could be affected by the health professionals’ 
attitudes she experienced within hospitals; as a result they often were persuaded to use 
mixed feeding.
The third stage is the implementation stage, which is a period when the mother has 
moved to her home with her newborn. During this stage, the mother is trying to cope with 
other responsibilities such as other children and other domestic demands. This stage is 
more critical than the transient stage because the mother is now on her way to making
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the final choice. Here, feelings, satisfaction and beliefs about infant feeding influenced 
mothers’ feeding decisions. In addition, problems during breast-feeding initiation, the role 
of the physician, and unplanned pregnancy appeared to have a great impact on mothers’ 
feeding decisions during the implementation stage.
10.3. Research limitations
Despite the uniqueness of this study in Saudi Arabia, some expected and 
unexpected limitations arose, as with any other academic research. These limitations are 
discussed in two parts according to the methodology used.
10.3A. Study 1
There are several limitations to the quantitative stage of this study. This study was 
conducted in Saudi Arabia within a very limited period. Data were collected in the 
summer when most Saudi families are on holiday. The number of mothers visiting the 
primary health care centres was less than expected. Therefore, this particular study may 
not accurately represent Saudi mothers’ breast-feeding intentions and attitudes. Further 
research is needed, over a more flexible time frame perhaps with a larger sample of 
mothers covering all four geographical regions to yield more valid, generalised findings 
(McDonald et al. 2009).
. . Another limitation of the data collection process of study 1 was that the questionnaire 
was completed by a facilitator to maintain the congruency of data. However, such an 
approach could have led to the possibility of mothers being influenced. Thus, the findings 
may have been biased, as it is possible that the respondents misinterpreted some of the 
questions, even though the interviewers were trained. Furthermore, in the follow-up 
phase, the mothers were contacted by telephone to answer questions to complete the 
questionnaire: this may have also affected the credibility of the answers compared to 
their answers in the first phase. Therefore, future research of this element should take 
this into consideration to make the findings more credible.
Moreover, at the analysis stage it was noted that the number of working mothers, 
mothers who were illiterate and mothers who chose an alternative to breast-feeding were 
small compared to non-working, high school educated mothers who chose to breast­
feed. This might have introduced potential response bias. The findings of this study must
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be considered within the limits of the sample size, which was small, but yielded a lot of 
information.
10.3.2. Study 2
The limitations of study 2 and its findings were that the respondents were all females 
and fathers were not included, which gave only the mothers’ perspective. The Saudi 
community deals more with the females in these areas and traditionally does not 
consider the male to have any responsibility regarding the infant feeding type. This view 
contradicts what the Qur’an says about the responsibilities of the father. The literature 
also suggests that the father of the baby has a strong impact and influence on the 
success of the breast-feeding process if that is what the mother chooses. Accordingly, 
studying breast-feeding issues from the father’s viewpoint will add to our knowledge and 
understanding. However, this raises questions about the type of research that would be 
appropriate for researching factors contributing to Saudi fathers’ beliefs and attitudes 
towards types of infant feeding. Such a study would need to reflect the complex picture 
of gender relationships and responsibilities within Saudi families.
j
Another limitation was that the information from the interviews did not cover the 
mothers’ feelings regarding how she perceived her own ability to breast-feed during the 
transient stage. Further research is needed about the possible role of self-efficacy at this 
stage. A further limitation in study 2 was the lack of experience with this type of 
methodology. A lot of time was spent searching; reading, and attending many workshops 
and seminars related to qualitative methodology. This took longer than expected to 
select the theoretical framework of study 2.
10.4. Research strengths
These study strengths are discussed in two parts relating to studies 1 and 2.
10.4.1. Study 1
Regardless of the previously mentioned limitations of study 1, the results are 
generally consistent with the literature towards an understanding of the factors affecting 
initiation and duration of breast-feeding, and the reasons for mothers choosing this 
method, or others. One of the factors that strengthens study 1 is that data was collected 
from health centres in Al-Khobar city, which are open tall people from all socio-economic
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levels. In addition, people can easily access these centres from different places around 
Al-Khobar, which makes the sample more representative of the Saudi population.
10.4.2. Study 2
Despite the limitations mentioned earlier, this work has also many strengths. The first 
is the use of mixed methodology, using both quantitative and qualitative approaches. The 
contribution of the study theoretically and methodologically can be emphasised as 
follows.
Theoretically, it was thought that the blueprint that supports the Baby-Friendly 
Hospital Initiative (see table 2) counters the effect of the multi-national organisations to 
some extent. The BFHI recommendations aim to encourage breast-feeding in developing 
countries. It also puts restraints on advertising and the distribution of free samples to 
customers. This research found that the influence of multi-national organisations 
producing formula milk is still very powerful and that mothers are influenced by such 
activities. In addition, the power of the multi-nationals is still driving government policies, 
especially in Saudi Arabia.
This study also generated information about factors influencing Saudi women’s 
attitudes towards methods of infant feeding. It became clear that Saudi women adhered 
to the Islamic values and traditions in relation to breast-feeding. This adherence did not 
stand on the fact alone that, the need for information and education, is an imperative.for. 
Saudi women to decide on the type of infant feeding.
Methodologically
The research process led from using a quantitative approach to further investigation 
using a qualitative approach. In study 2, the qualitative research was a development of 
the findings, and included.a discussion (see chapter 8 and 9) which yielded more insights 
and, I believe, added more value to this work in general.
The qualitative study was conducted to explore the reasons for the low rate of breast­
feeding in Saudi Arabia. This kind of research was carried out using an in-depth 
interview, which was the first time this approach has been used in this particular area of 
research in the Saudi region. This allowed the issue to be studied in greater depth and 
detail, to enable interpretation of phenomena in terms of the participants. Qualitative
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methodology was believed to be suitable, as it formulates a conceptual framework, which 
is grounded in Saudi women’s beliefs and factors interfering with infant feeding practices 
in Saudi Arabia. It seems from the literature that so far, few studies in Saudi Arabia on 
infant-feeding have gone into this depth.
Using the quantitative study results to adopt phenomenological theories such as the 
qualitative study design and I PA for the data analysis is further evidence of the strength 
of this study. This allowed me to give voice to the thoughts, experiences, intentions and 
behaviour of Saudi women in relation to breast-feeding. This research can point the way 
towards developing breast-feeding counselling and support, as well as education and 
intervention that could be a basis for significant change in women’s health and its 
management. Phenomenology was chosen as the main approach, as it was a method 
that enabled me to explore the subjective worlds of new mothers with regard to their 
choice of feeding methods. I found that phenomenology was the most appropriate 
qualitative approach because of the following points:
1. Phenomenology aims to study the first hand experiences of how people 
experience particular events in their lives. (Giorgi, cited in Smith 2008:28). I 
wanted to find out about the first hand experience of breast-feeding.
2. Phenomenology investigates actual living examples, not textbook theories 
(Giorgi, in Smith 2008:28). I wanted to find out what actually happened to 
mothers when they chose a method of feeding their newborn.
3. Phenomenology deals with people’s experiences and meanings. I wanted to 
know more about mothers’ own experiences and how community trends 
affected their choice.
4. Phenomenology encourages the collection of data from an everyday 
perspective (Giorgi, in Smith 2008:35). I wanted to find out more about how 
mothers chose to breast-feed in a contemporary Islamic society.
I PA was found to be the most appropriate methodology for the interview data 
analysis in this research study because of the following points:
1. IPA’s aim is to explore in detail how people are making sense of their 
personal and social world and particular events in people’s lives (Smith 
2009:53).
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2. I PA perceives research as a dynamic process in which the researcher’s own 
role and conceptions play a part (Smith 2009). I was, as a midwife, personally 
committed to finding out more about my own country-women.
3. I PA is concerned with how meaning is constructed and with sense making 
(Smith 2009). The meaning of breast-feeding to mothers was important for 
knowing how they made their decisions/choices. There is no single definitive 
way of using I PA (Smith 2009). I wanted a flexible approach that allowed me 
to find out what actually happened to mothers before and during their infant 
feeding experience.
4. I PA studies are conducted on a small sample size (Smith 2009). This suited 
my sampling methods.
5. I PA uses a semi-structured interview (Smith 2009: 61). I attempted to get as 
close as possible to what the participants thought about the topic, without 
them being led too much by my questions.
Knowledge:
The findings of the current study develop and build on the findings discussed in the 
literature of infant feeding practices. This study’s main contribution to knowledge is the 
presentation of a broad perspective of different dimensions of infant feeding in Saudi 
Arabia. These dimensions include cultural, religious, psychological and personal 
experiences of infant feeding in a social, patriarchal and political context.
My contribution to this field might help other researchers to understand more about 
the nature of the problems that women in Saudi Arabia encounter when being faced with 
the responsibility for feeding a newborn. My personal hope is that the findings of this 
study will lead to the encouragement of women to breast-feed, whilst recognising that 
they must always have a choice of feeding methods.
10.5. Recommendations
The findings of this research highlight several important aspects of Saudi women’s 
decisions when deciding to breast-feed and provide an understanding of the potential 
obstacles to continuation. One of these is the important role that a mother’s own 
intentions and beliefs may play in determining her actual decisions.
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Guidelines for practitioners
These research findings might be useful for health professionals to enable them to 
design antenatal education classes to enhance a woman’s knowledge of the benefits and 
limitations of different infant feeding methods., Breast-feeding should also be recognised 
as more complex (and possibly more demanding) than the bottle feeding, so that 
ongoing support and guidance can be offered. In addition, these findings may allow 
health-care leaders to put necessary changes into practice to promote breast-feeding. 
These findings also point towards directing the development of guidelines for potential 
discussions between women and their caregivers (nurses, physicians) during the pre­
natal and natal periods about infant feeding.
Resources and staff education
The results presented herein may also be useful in identifying resources and support 
mechanisms to which women can turn to after delivery. In addition, it is recommended 
that health professionals are able to differentiate between first-time and multipara 
mothers in order to provide adequate information about common problems met when 
first feeding a newborn, and to provide informed support. In this respect, it is important 
for hospitals to have greater responsibility for the provision of health workers (who speak 
Arabic) to support mothers at all stages.
. . The.results of study 2 also.suggest the. importance of providing.knowledgeable, and. 
supportive staff in Saudi Arabia. Support staff should include lactation counsellors, to 
assist women who have recently given birth to overcome various obstacles to breast­
feeding if that is their wish. Such strategies may help women to continue breastfeeding. 
Furthermore, the availability of professional female health workers play an important role 
in the Saudi community to help and support women in the choices they have made. This 
can be accomplished by educating teachers in schools and colleges, especially the 
medical ones.
Support and education for mothers
Study 2 also highlights the need to educate working mothers who have chosen to 
breast-feed on how to manage while they are at work. Nurses can help and teach 
lactating mothers about how to use a pump, store the milk, maintain the milk production
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and make plans with their managers about the breast-feeding schedule while they are at 
work.
In addition, by using MIIFAS to predict the duration of breast-feeding the mother's 
ability to breast-feed during the implementation stage can be assessed. Those at risk of 
early breast-feeding cessation can then be given additional help and support using 
different resources. For example, the encouragement from influential others; friends, 
husband, or lactation consultant (Baghurst et al. 2006) may be of use. It is also important 
for advisors on breast-feeding to pay more attention to defining the needs of mothers at 
the different stages. For example, pre-natal and post-natal programs can help prepare 
women to deal with issues associated with maintaining lactation if that is their wish. Such 
programs should help breast-feeding women who are not employed to continue to 
breast-feed for as long as they want, and support employed mothers after they return to 
work or school.
Role of Islam
The Imam (the religious man^ )^ can also play an important role by reminding parents 
that they have a responsibility towards their children’s nutrition and that they should 
share the decision about the type of infant feeding. The Imams can also remind the 
health professionals that they have a great responsibility to educate the parents and help 
them with their decision. At the same time, religious women educators also have a role in 
educating the women about the Islamic view of breastfeeding arid the rêsporisibilitÿ of 
parents towards it.
Role of the father
Study 2 demonstrates that the infant’s father and the maternal grandmother 
influenced the mother in her choice of infant feeding. These findings open a new view of 
mother-infant care. All family members need to be involved in the care of the newborn. In 
particular, husbands and maternal grandmothers need to support breast-feeding actively. 
Saudi society views breast-feeding as a female’s responsibility and therefore including 
men in the breast-feeding education classes is a challenge. In particular, husbands 
should be told about the benefits of breast-feeding and how they can support the mother.
The most learned person in Islam is the one who leads the prayers. The learned (Imam) 
includes judges, preachers, teachers, prayer leaders, and others who have studied Islam.
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10.6. Implications and dissemination of the findings
Conferences
I have participated in many conferences to share the study findings with health 
professionals and raise their awareness about actual breast-feeding practices and how 
mothers could be helped to make appropriate choices and improve the breast-feeding 
rate. The first conference I attended was held at the University of Leeds in June 2008, 
where I presented a paper about the findings of study 1 (Appendix 24). My second 
contribution was participating in a poster presentation at the Faculty of Health and 
Medical Science (FHMS) Research Festival held at the University of Surrey about the 
study methodology and methods; study 1 findings and study 2 findings were presented in 
2007, 2008, 2009 and 2010 respectively (Appendix 24). The third dissemination of the 
study 1 findings was a poster presentation at the 3rd Saudi International Conference, 
held at the University of Surrey in June 2009, which won a prize for outstanding poster 
presentation. The last contribution was presenting a poster of the study 2 findings in the 
4th Saudi International Conference held at the University of Manchester in July 2010 
(Appendix 24).
Publication in peer reviewed journals
in addition, the first study findings were published on 19 May 2010, in; The Infant, 
Child & Adolescent Nutrition journal; ‘Saudi Mothers' Expected Intentions and Attitudes 
toward Breast-Feeding’ (Appendix 25).
Personal and professional development
The findings of this research suggested that there was not enough education about 
infant-feeding methods. My suggestion is to prepare qualified breast-feeding educators 
or counsellors to educate and help mothers to overcome breast-feeding problems and 
encourage and support breast-feeding. To be successful in this mission, I found that I 
would need to be trained as a breast-feeding counsellor or consultant. The first step 
towards making practical changes in Saudi Arabia can then be initiated. I started day 
courses (12 days) on breast-feeding specialist study days in London on June 2010. 
These courses are one of the requirements of the International Lactation Consultant 
exam (IBLCE) (see appendix 26). The second step will be to start the practical hours
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needed to meet the exam requirements and then the exam will be taken at the end of
2011.
Dissemination to other professionals
This research also suggested practical and educational strategies including health 
care professionals’ involvement in health education programs. To complete these 
strategies, two planning actions can be taken. First, to educate the Saudi health 
professionals who have already gained their degree to update their information about 
breast-feeding and other methods and their management. Secondly, to introduce the 
breast-feeding course into the education curriculum to prepare all students to be breast­
feeding supporters as well as support mothers if they choose to use other methods. By 
these strategies, the number feeding .educators who speak the Arabic language will 
hopefully be increased.
Implications for government policy
The findings of study 2 suggest that the Saudi Arabian Ministry of Health needs to set 
and implement new strategies to help mothers to achieve their goals and put them into 
practice. These strategies should emphasise the desirability of implementing breast­
feeding exclusively for the first six months of the infant’s life, whilst being open to other 
methods of infant feeding should these become necessary. Such a strategy could further 
include a target number of mothers who would carry out feeding up to twenty-four 
months. Fore example, hospital managers might need to consider changing the routines 
and practice in hospitals so that new mothers are supported and encouraged to initiate 
breast-feeding immediately after birth and during their stay in hospital. In addition, the 
government have to facilitate and promote an increase in the number of baby-friendly 
hospital initiatives and baby friendly communities, which promote and support breast­
feeding.
Further research
The research findings in study 1 suggest further research into people’s attitudes and 
beliefs about breast-feeding using the MIIFAS in a larger sample size. Such further 
research would ensure the validity of the scale and generalisability of the results. Study 2 
also suggested the need for co-operation between primary health care centres and the 
hospitals regarding education about breast-feeding for mothers during pregnancy and it
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is continuation after delivery. In addition, the findings of study 2 suggested that if breast­
feeding was considered the most desirable option then more education is needed for 
Saudi pregnant women and their family members.
The interview findings opened up new areas for future research. The questions listed 
below arose during the analysis of findings from study 2 but there was no time to go back 
to further question the participants. Therefore, further inquiry needs to be undertaken in 
order to answer these questions:
1. What is the role of fathers towards breast-feeding decisions in Saudi Arabia?
2. How significant was the husband’s support and help? Moreover, how did his 
preferences influence the mother’s choice? What role did male dominance play, if 
any?
3. Why did husbands ask their.wives to breast-feed? Was it because of the 
nutritional benefits of breast-feeding? Was it due to financial issues; or was it due 
to religious reasons? Was it because of the influence of a patriarchal society?
Another area for future research would be to study the implications of health 
education on the different stages. This could be investigated by using an experimental 
study design. Another direction for future research is to further investigate the mothers’ 
perceptions of not having "enough breast-milk”. Another area for investigation is the role 
played by the available literature on infant feeding, as well as the views and opinions of 
the new mother’s family and friends.....................................................................................
To sum up, adequate interventions during pregnancy and soon after delivery will 
assist women in making the optimal infant-feeding choices for themselves and their 
infants. The continuation of support may also help in raising the duration of exclusive 
breast-feeding. Furthermore, I argue that Infant Feeding Decision Theory (IFDT) 
contributes to a greater understanding of the Saudi mothers’ infant feeding experiences. 
It represents an initial attempt to conceptualise this experience and further studies are 
needed to validate this initial theory. Further studies will facilitate better understanding of 
mothers’ experiences of infant feeding and formalise this theory by testing it in other 
cultures with different beliefs.
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10.7. Study reflection
Since I am a faculty member of Dammam University in Saudi Arabia, I will participate 
in the preparation of a special breast-feeding program designed to teach nursing, 
medical and midwife students so that they are given basic information about breast­
feeding and other methods. In addition, I will participate in preparing all the necessary 
requirements for the University of Dammam to qualify for certification as a ‘baby-friendly 
college’, like Kings College in London. Other Universities in Saudi Arabia may also make 
use of these findings when revising their curriculum regarding the content of breast­
feeding education for nurses and midwives.
The executive summary
This research consisted of two studies. Study 1 supported the view that the MIIFAS 
can be used as a predictor for infant feeding choice at four months post delivery. Study 2 
discovered that mothers’ breast-feeding experience went through three main stages. 
During the first stage, the mothers were affected more by internal factors such as, 
beliefs, attitudes, knowledge and religion. Mothers’ self-confidence was high at this stage 
and most of them intended to breast-feed their infants. However, messages received 
before or early in pregnancy from health care workers or others (such obstetricians, 
nurses and “formula” milk representatives), may influence initial breast-feeding intentions 
and opinions, which then affect breast-feeding decisions and outcome. The implications 
of this are that breast-feeding promotion must be targeted at women prior to conception 
and/or during pregnancy and must be continued after delivery.
The involvement of husbands in infant-feeding education also appears to be an 
influential factor, which has not been covered in other infant-feeding research in Saudi 
Arabia. Study 2 was able to highlight the importance of the father’s role in enhancing the 
breast-feeding rate. These fathers were seen as able to support breast-feeding mothers 
physically and emotionally. Although further research on fathers’ roles in Saudi Arabia is 
needed, health promotion practice should acknowledge the important role that fathers 
can play and should ensure that health promotion is targeted at men and fathers, as well 
as women.
Saudi women were influenced by hospital policies and practices. It is recognised that 
there are some barriers between health care professionals and post-natal mothers who 
perceived that hospital staff were not expressing an opinion about breast-feeding due to
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their practice of introducing “formula” milk before breast-feeding. In addition, during their 
discharge, the distribution of “formula” milk confused the mothers on the importance of 
breast-milk. Although there was no specific tool to measure mothers’ self-confidence, it 
appeared from the findings during the implementation stage that mothers’ self- 
confidence went slightly down. The mothers said ‘I do not have enough milk’ as a reason 
of introducing formula milk. This was especially evident in those who had no experience 
and followed the hospital practice to give “formula” milk.
In the implementation stage, mothers appeared to be influenced mainly by the 
difficulties of early breast-feeding initiation and the prospect of going to work after their 
maternity leave had finished. In addition, socio-cultural factors that included the view of 
husband, maternal grandmother and other family members and friends influenced 
mothers’ decisions. During this stage, mothers who received support from their families 
had regained some of their self-confidence. Therefore, it is important to involve family 
members in the infant feeding education process. This highlights the significance of 
breast-feeding promotion literature targeted at all stages. As health professionals, we 
can and should use these findings to plan new health education curricula.
This research study provides an example of the use of mixed methods, 
demonstrating how the findings from a quantitative inquiry can be enhanced further by a 
qualitative approach. This enabled the researcher to gain a more complete picture of the 
area under investigation. This methodology can be used more widely in Saudi Arabia to 
investigate infant-feeding attitudes and other socio-cultural issues further.
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Appendix 1: Information Sheet for participants
Study title
The attitudes on infant feeding practice among Saudi mothers and the factors, which 
interfere with mothers’ breast-feeding behaviour in Saudi Arabia.
Invitation:
You are being invited to take part in a research study on breast-feeding attitude. Before 
you decide, it is important for you to understand, why the research is being done and 
what it will involve. Please take time to read the following information carefully. Part I, 
tells you about the purpose of this study. What will happen to you if you taken a part. Part 
II, gives you more detailed information about the conduct of the study.
Parti
W hat is the purpose of the study?
To explore the infant-feeding attitudes of expectant mothers within Saudi society and to 
. determine the degree to which they relate to the uptake of breast-feeding. To compare 
the infant feeding •attitudes. o f;m o th e r’s- breastfed infants with mothers with those of 
others of formula fed infant, to  gather information about main factors which interfere.with, 
mothers’ behaviour of breastfeeding in Saudi Arabia.
W hy have I been chosen? '
You have been chosen because, as mothers you have a valuable experiences of feeding 
your baby whether, it is by breast-feeding or formula milk feeding. Your views on how 
you make decisions about infant feeding choices and similar factors will be very helpful 
to gain a better understanding of the current issues in infant feeding practices in Saudi 
Arabia. Such information would help in formulating future health policy.
Do I have to take part?
No. It is you to decide whether or not to take part.
W hat will happen to me if I taken part?
You will answer some questions about breast-feeding attitudes. The most important part 
of this research is your real attitudes regarding breast-feeding.
The question will take about 10 minutes. It might need you to be involved in the interview 
upon your agreement. If you are going to be interviewed the researcher will contact you 
later after 6 months. The interview will take about 30 to 45 minutes. The appointment will 
be made in your choice to meet your convenience. The date, time and place will be 
agreed with you beforehand to suit you.
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W hat are the possible benefits of taking part?
The result of this study will help to gain a better understanding of mothers attitudes
toward breast-feeding and the main factors interfere with mothers’ choices of feeding. 
Your contribution will help us to understand more how we can improve the rate of breast­
feeding in the kingdom.
W ill my taking part of my study be kept confidential?
Yes. All information about your participation will be kept strictly. confidential and in
accordance with the UK Data Protection Act (1998).
Part II
W hat will happen to the results of the research study?
The results of this study will be disseminated through academic journals and 
conferences. If you would like to be aware of the results, you can receive the information 
through direct contact with me.
W ho has reviewed the study?
This research project has been reviewed by research Ethical Committee of the University 
of Surrey and the ministry' of health in the Kingdom of Saudi Arabia and approval has 
been granted from both.
Any complaint or concerns about any aspects of the way you have been dealt with during 
the course of the study will be addressed; please contact Principal supervisor on.
Contact details:
Dr. Vasso Vydelingum
Director of Studies - Advanced Practice Masters 
Strategic, Academic Practice Theme Lead: Public Health 
European Institute of Health & Medical Sciences 
Duke of Kent Building I University of Surrey 
Guildford. Surrey. G.UZ 7JB, .
     ____
44(0)1483 686746. e-mail: v.vydelingum@surrey.ac.uk.
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A p p en d ix  2: C o n s e n t Form
Name of the Centre .........
Mother identification number
I the undersigned voluntarily agree to take part in the study on the attitudes on 
infant feeding practice among Saudi mothers and the factors, which interfere with 
mothers’ breast-feeding behaviour In Saudi Arabia.
I understand that all personal data relating to me is held and processed in the 
strictest confidences, and in accordance with the UK Data Protection Act (1998). I 
agree that I will not seek to restrict the use of the results of the study on the 
understanding that my anonymity is preserved.
I have read and understood the Information Sheet provided. I have been given a 
full explanation by .the investigators; of. the .nature,. purpose, location and likely 
duration of the study’ and of what I will be expected to do. I ündèfstand that I ârn 
free to withdraw from the study at any time without needing to justify my decision 
and without prejudice.
Name of volunteer (BLOCK CAPITALS)
Signed
Date
Name of researcher/person taking consent (BLOCK CAPITALS)
Signed
Date
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Appendix 3: Interview Guide for Participants
Introduction
o Start with greeting mothers.
@ Statement of the aims of the study
® Explanation of the expectation of interview (no judgments, no right or wrong 
answers, emphasis on real experiences and practices 
o Clarify the duration of interview 
o Gets agreement for audio-tape recording? 
o Reassure for the confidentially of the interview.
1. Method used for infant feeding
> During hospital stay after delivery.
> The first three months.
> After three months.
> Time started to shift from breast-feeding.(age of the infant)
> The main reasons for shifting from breast-feeding.
2- W hat are the influencing factors for breast-feeding used m ethod?
> Religion.
> Husband support.
: : : > ; Family and friends, . . . . . . . . .
> Hospitals routine. .................... ..
> Health professional in health centres.
> Others.
3- Mothers’ satisfaction about method of infant feeding.
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Appendix 4: Permission from Professor Daniel W  Russell for using 11 FAS.
I have attached a copy of the paper describing the scale. The scale can be found on the 
last page. Let me know if you have any questions about the paper or the scale.
Thank you for your interest in pur scale.
Arlene de la Mora
>From popserve Wed Feb 14 12:42:51 2007 
Subject: FW: IIFA8
Date: Wed, 14 Feb 2007 12:43:09-0600 
X-MS-Has-Attach:
X-MS-TNEF-Correlator:
Thread-Topic: 11 FAS
Thread-lndex: AcdQZEByVGEb6NNbTgiT3D5HTfj2IQAA6vzQ 
From: "Russell, Daniel W [HD FSj" <drussell@mail.hs.iastate.edu>
To: "Delamora, Arlene [C I]" <adelamor@iastate.edu>
X-OriginalArrivalTime: 14 Feb 2007 18:42:53.0235 (UTC)
FILETIME=[EF70D030:01 C75067]
Daniel W. Russell, Ph.D.
Professor, Institute for Social & Behavioral Research and
Department of Human Development & Family Studies
Iowa State University
2625 N. Loop Drive, Suite 500
Ames, lA
50010-8296 
Office Phone: (515) 294-7081 
Fax: (515) 294-3613 
Cell Phone: (515)290-2747 
e-Mail: drussell@iastate.edu
From: M.AI-Madani@surrev.ac.uk
Sent: Wednesday, February 14, 2007 12:17 PM
To: drussell@iastate.edu ,
Subject: 11 FAS 
Dear Daniel
I am a full PhD student at University of Surrey Guildford /Surrey UK. 
Part of my research study is the mothers’ attitude about breast-feeding in kingdom of 
Saudi Arabia. I am interested to use the Iowa Infant Feeding Attitude Scale. Would you 
give a permission to use it and send it to me?
Maha Al-madani, PhD student Arlene de la Mora, Ph.D.
5th floor, EIHMS,Duke of Kent Building, Assistant Scientist III
University of Surrey, Guildford, GU2 Psychology in Education Research
7TE, Lab
Tel: + 44 01438 686717, Iowa State University
E-mail; rna00007@surrey.ac.uk E006 Lagomarcino Hall
Ames, lA 50011
Phone: (515) 294-6919 - Fax: (515)
294-6206
267
Maha Al-madani
Appendix 5: Risk assessment sheet 
Summary document of the issues considered
1“ Research participants
The participants in this study are not going to have any medication or any medical 
interventions, so there are no serious problems expected. But if a woman becomes upset 
for any reasons during the interview I will stop the interview and reassure her. If needed, 
the participant will be referred to nurse/social worker for further support. Furthermore 
they will be informed that their participation is completely voluntary and they have the 
option to withdraw any time.
2- Researcher
There is no hazard for researcher. She will be supported by the director of the 
primary health care center. For the mother who selected to be interviewed at home, the 
,driver as well as the family of the researcher will be informed about the time and the 
duration of the interview. One of.the volunteers will.accompany the researcher.. /
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Appendix 6: Protocol Submission Proforma: Insurance
The University holds two types of insurance to cover claims arising from its involvement in clinical 
trials; liability and no-fault. The liability policies cover the University against liability claims (i.e. where 
the University is at fault). The no-fault policy is intended to provide compensation to subjects, 
regardless of liability, in the event of their suffering a significant and enduring injury (including illness 
or disease) which, on the balance of probabilities, is directly attributable to their involvement in the 
trial. The University’s insurers expect drug trials to be conducted in accordance with the Association 
of British Pharmaceutical Industry Guidelines. This means that where the trial is sponsored by a 
pharmaceutical company, that company should issue the standard ABPI form of indemnity and offer 
no-fault compensation.
Please note that the University’s policies do not cover medical and dental practitioners  
w hile w orking in a professional capacity. It is the responsibility o f the individual 
concerned to obtain insurance in their own name through an appropriate medical defence  
organisation.
The insurers require the following information for each trial:
Department EIHMS University of Surrey
Location o f  Trial Kingdom of Saudi Arabia (primary Health 
Care Centres, antenatal clinic)
Nature of Trial * Survey and Interviews
Expected Start Date July 2007
Expected End Date July 2008
Principal investigator Maha Almadani
Externally Funded? Yes/No No
Name of Sponsor EIHMS
ABPI Indemnity/Other Indemnity? Yes/No No
Medical Licence? Yes/No No
Projected/Cumulative Number of Subjects 130
Any pregnant research subjects? Yes/No Yes
Any research subjects under 5 years of age? Yes/No No
Any genetic engineering? Yes/No No
Any own products? Yes/No No
Related to  conception or contraception Yes/No No
Brief description of trial in lay terms: Survey will be conducted at first using a developed tool to 
measure mothers’ attitudes towards infant feeding practice. The results of the survey will inform the 
guide of the interview schedule. A sample of mothers will be drawn from the survey participants for 
the experiences of breast-feeding.
*  A s s ig n  t o  o n e  o f  t h e  fo llo w in g  c a te g o r ie s : -  
P  P h a r m a c e u t ic a l
P S  P h a r m a c e u t ic a l ,  e x te r n a l ly  fu n d e d
N P  N o n -p h a r m a c e u t ic a l
N P S  N o n -p » h a r m a c e u t ic a l ,  e x t e r n a l ly  f u n d e d  
Q  Q u e s t io n n a i r e / in t e r v ie w /o b s e r v a t io n  o n ly
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Appendix 7: Ethical approval from Ministry of health in Saudi Arabia
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Appendix 8: the standard Iowa Infant Feeding Attitude Scale
For each of the  following statem ents, please indicate how much you agree  or disagree  
by circling the num ber that most closely corresponds to your opinion (1=  strongly 
disagreem ent (SD ), 2=  d isagreem ent (D), 3=  neutral (N), 4 =  agreem ent (A), 5= strong 
agreem ent (SA ). You m ay choose any num ber from 1 to 5.
SA A N D SD
*1. The nutritional benefits o f breast milk last only until the baby Is 
weaned from breast milk
*2. Formula-feeding is more convenient than breast-feeding
3. Breastfeeding increases mother infant bonding
*4. Breast milk is lacking in iron*
5. Formula fed babies are more likely to be overfed than breast-fed 
babies
*6. Formula feeding is the better choice if the mother plans to go out to 
work
7. Mothers who formula feed miss one o f the great joys of motherhood
*8. Women should not breastfeed in public places such as restaurants
9. Breastfed babies are healthier than formula fed babies
*10. Breast fed babies are more likely to be overfed than formula fed 
babies
*11. Fathers feel left out if a mother breasts feeds
12. Breast milk is the ideal food for babies
13. Breast milk is more easily digested than formula
*14. Formula is as healthy for an infant as breast milk
15. Breast-feeding is more convenient than formula feeding
ID. Dreasi rniiK is less expensive man Tormuia
17. Mother who occasionally drinks alcohol should not breast-feed her 
baby.
Note. Items marked with asterisks are reverse-scored and the scores for each item are then 
summed. Higher scores indicate more positive attitudes toward breast-feeding
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Name of mother. 
Address.............
Maternal age ............ ........................
Gestational age 
Educational level
1. Illiterate
2. Primary school-secondary school
3. High school
4. College graduate
5. Post graduate
Appendix 9: Participants Demographic Data
Identification number... 
Telephone
# . . . . . . . ..................................................
Gravidity.. ...Parity.
Marital status... ........ .
Baby’s Father employed 
Yes ( )
No ( )
If yes what is his occupation?
Mother employed 
Yes ( )
No ( ) .
If yes what it is your occupation
Mothers’ intention to infant feeding
1. breast-feeding
2. bottle feeding 
. : 3... wet nurse , ,
4. undecided
( ) 
( )
Can I interview you after 6 month?
Yes ( )
No ( )
If yes where would you like to have the interview? 
In the health center ( )
At home ( )
Others......................
( ) 
( )
272
Maha Al-madani
Appendix 9- a
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Appendix 10: The modified Iowa Infant Feeding Attitude Scale (MIIFAS)
For each of the following statements, please indicate how much you agree or disagree 
by,circling the number that most closely corresponds to your opinion (1= strongly 
disagreement (SD), 2= disagreement (D), 3= neutral (N), 4= agreement (A), 5= strong 
agreement (SA). You may choose any number from 1 to 5.
S A A N D S D
*1. The nutritional benefits of breast milk last only until the 
baby is weaned from breast milk 5 . 4 3 2 1
*2. Formula-feeding is more convenient than breast-feeding 5 4 3 2 1
3. Breastfeeding increases mother infant bonding 5 4 3 2 1
*4: Breast milk is lacking in iron* 5 4 3 2 1
5 .  Formula fed babies are more likely to be overfed than 
breast-fed babies 5 4 3 2 1
*6. Formula feeding is the better choice if the mother plans to 
go out to work 5 4 3 2 1
7. Mothers who formula feed miss one of the great joys of 
motherhood 5 4 3 2 1
*8. Women should not breastfeed in public places such as 
restaurants 5 4 3 2 1
9. Breastfed babies are healthier than formula fed babies 5 4 3 2 1
*10. Breast fed babies are more likely to be overfed than 
formula fed babies 5 4 3 2 1
*11. Fathers feel left out if a rhother breasts feeds.......... 5  • ' 4  ■ • 3 2 •
12. Breast milk is the ideal food for babies 5 . 4 3 2 1
13. Breast milk is more easily digested than,formula . 5 4  : 3 2 1
*14. Formula is as healthy for an infant as breast milk 5 4 3 2 1
1 5 .  Breast-feeding is more convenient than formula feeding 5 4 3 2 1
16. Breast milk is less expensive than formula. 5 4 3 2 1
17. Wet nursing is the better choice if the mother plans to go 
out to work. 5 4 3 2 1
18. Breast-feeding for two years is ideal for the baby 5 4 3 2 1
*19. Mixed feeding (bottle and breast-feeding) is more 
practical for mothers today. 5 4 3 2 1
20. Wet nursing is as healthy for an infant as breast milk. 5 4 3 2 1
*21. Wet nursing is not an option for mothers today. 5 4 3 2 1
Note, items marked with asterisks are reverse-scored and the scores for each item are then 
summed. Higher scores indicate more positive attitudes toward breast-feeding
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Appendix 11 : The Iowa Infant Feeding Attitude Scale after 8 months
For each of the following statements, please Indicate how much you agree or disagree by 
circling the number that most closely corresjjonds to your opinion (1= strongly 
disagreement (SD), 2= disagreement (D), 3= neutral (N), 4= agreement (A), 5= strong 
agreement (SA). You may choose any number from 1-5.
SA A N D SD
*1 . The nutritional benefits of breast milk last only until the baby is weaned 
from breast milk 5 4 3 2 1
*2. Formula-feeding is more convenient than breast-feeding 5 4 3 2 1
3. Breastfeeding increases mother infant bonding 5 4 3 2 1
*4. Breast milk is lacking in iron* 5 4 3 2 1
5. Formula fed babies are more likely to be overfed than breast-fed babies 5 4 3 2 1
*6. Formula feeding is the better choice if the mother plans to go out to 
work 5 4 3 2 1
7. Mothers who formula feed miss one of the great joys of motherhood 5 4 3 2 1
*8. Women should not breastfeed in public places such as restaurants 5 4 3 2 1
9. Breastfed babies are healthier than formula fed babies 5 4 3 2 1
*10. Breast fed babies are more likely to be overfed than formula fed 
babies 5 4 3 2 1
*11. Fathers feel left out if a mother breasts feeds 5 4 3 2 1
12. Breast milk is the ideal food for babies 5 4 3 2 1
13. Breast milk is more easily digested than formula 5 4 3 2 1
. ,  - _  1 , . . . _ • jC 1. ■ 1 , . . . .5 . . .4. .3.. . 2 • . 1
15. Breast-feeding is more convenient than formula feeding 5 4 3 2 1
16. Breast milk is less expensive than formula 5 4 3 2 1
17. Wet nursing is the better choice if the mother plans to go out to work. 5 4 3 2 1
18. Breast-feeding for two years is ideal for the baby 5 4 3 2 1
*19. Mixed feeding (bottle and breast-feeding) is more practical for mothers 
today. 5 4 3 2 1
20. Wet nursing is as healthy for an infant as breast milk. 5 4 3 2 1
*21. Wet nursing is not an option for mothers today. 5 4 3 2 1
Note. Items marked with asterisks are reverse-scored and the scores for each item are then 
summed. Higher scores indicate more positive attitudes toward breast-feeding
W hat method you are feeding your baby?
• Breast-feeding; infant receive only breast milk including expressed milk.
•  Combined feeding; infant receive breast milk and regular bottle-feed with baby formula milk.
•  Bottle-feeding; infant receives baby formula milk from a bottle.
•  W et nursing.
• Others...............When you shift from breast-feeding?
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Appendix 11-a
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Appendix 12: Information Sheet for health centres
Study title
The attitudes on infant feeding practice among Saudi mothers and the factors, 
which interfere with mothers' breast-feeding behaviour in Saudi Arabia.
Invitation:
You are being invited to take part in a research study on breast-feeding attitude. 
Before you decide, it is important for you to understand, why the research is being done 
and what it will involve. Please take time to read the following information carefully.
Part I, tells you about the purpose of this study. What will happen to you if you taken a 
part? Part II, gives you more detailed information about the conduct of the study.
W hat is the purpose of the study?
To explore the infant-feeding attitudes of expectant mothers within Saudi society and to 
determine the degree to which they relate to the uptake of breast-feeding. To compare 
the infant feeding attitudes of mother’s breastfed infants with mothers with those of 
others of formula fed infant. To gather information about main factors which interfere with 
mothers’ behaviour of breastfeeding in Saudi Arabia.
W hat w ill happen to the results of the research study?
The results of this study will be disseminated through academic journals and 
. conferences..If yo.u.would, like,.to be aware .of the.results,.you .can receive the information, 
■ through direct contact with me. •
W ho has reviewed the study?
This research project has been reviewed by research Ethical Committee of the University 
of Surrey and the ministry of health in the Kingdom of Saudi Arabia and approval has 
been granted from both.
Any complaint or concerns about any aspects of the way you have been dealt with during 
the course of the study will be addressed; please contact Principal supervisor on
Contact details:
United Kingdom
Dr. Vasso Vydelingum {Director of Studies - Advanced Practice Masters)
Strategic, Academic Practice Theme Lead: Pubiic Heaith 
European Institute of Heaith & Medical Sciences 
Duke of Kent Building/ University of Surrey 
Guildford. Surrey. GU2 7TE.
Tei +44(0)1483686707 /  Fax:+ 44(0)1483 686746. e-mail: v.vydelingum@surrey.ac.uk
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Appendix 13: Physiology of breast milk production and milk flow
fro m  rdpp le
ProlactiiL i i i  
b lo o d
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Sight o f
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Appendix 14: Research Ethics Committee approval, University of Surrey.
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U N IV E R S IT Y  O F
S U R R E Y
Ethics Committee
26 June 2007
Mrs Maha Ai-Madani 
E IH M S
Dear Mrs Ai-Madani
The attitudes of infant feeding practice among Saudi mothers and the factors 
which interfere with mothers' breast-feeding behaviour in Saudi Arabia 
fEC/2007/44/EIHMS
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion 
for the above, research on the basis described in the submitted protocol and supporting 
documentation. -
Date of confirmation of ethical opinion; 25 June 2007
The list of documents reviewed and approved by the Committee is as follows:-
Application 08/05/2007
Research Proposal 08/05/2007
Appendices 1 -  XVI 08/05/2007
Your Response to the Committee’s Comments with Amended Documents 11/06/2007
Thijs opinion is .giv^n pri .the unders.tanding. that, you .will ppm ply with the University's. 
Éthicâl Guidelines for Teaching and Research. '
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study Is terminated earlier than 
expected with reasons.
You are asked to note that a further submission to the Ethics Committee will be 
required in the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethic Committee
Dr V Vydelingum, EIHMS 
Dr J Lawrence, EIHMS
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Appendix 15: letter from the administration of health centres in Al-khobarto
facilitate the study for researcher
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Appendix 17: Gant Chart 
M y time table fo r year 2009 - 2011
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Appendix 18: The translated version of the state policy of breast-feeding
promotion in Saudi Arabia
The following is an unofficial translation into English o f the Royal Decree No 260 
prepared by  the Saudi Translation Center. As the Decree implements the 
InternationaT Code of Marketing o f Breastmiik Substitutes at the national level, 
ICDC is making some suggestions to the translated text to streamline differences 
in terminology so that the Decree can be properly understood in English. 
Suggestions by ICDC are reflected through the “track changes” device in 
Microsoft Word program and accompanying explanations are footnoted. No 
attempts have been made to change the sentence structure or grammar. ICDC 
recommends that the Ministry o f Health check the proposals made by ICDC 
against the Arabic text to ensure accuracy, especially if  there are plans to do an 
official translation.
TRANSLATION
Ref: M/49 Date: 21/9/1425H
By Help of Almighty Allah
We, Fahd Bin Abdul Aziz Ul Saud
In accordance with Article (70th) of the Basic Law enacted by the Royal Order no. A/90 
dated 27/8/1412H. And in accordance with article (20th) of the Ministers' Council issued 
under the Royal Order no.A/13 dated 3.3.1414 H. And in view of article (18"') of 
Shoura Council Law issued under the Royal Order no. A/91 dated 27.8/.1412 H. And 
having reviewed the resolution of council of Shoura # 111/76 dated 7/2/1425 and 
having reviewed the resolution of the Ministers' council # 260 dated 18.9.1425. We 
have resolved the following:
First: approval of Rbyàl Decree for Hahdlihg Mother’s ' Milk Substituted^ as per thé 
attached form,
Second: His Royal Highness the vice prime minister and ministers - each in his field 
-  have to implement this Decree
Signed
Fahd Bin Abdul Aziz
Royal Decree for Handling Mother’s Milk Substitute 
Article 1:
The following words and phrases shall have the meanings stated against each of them 
wherever they are stated herein unless otherwise required by the context:
Infant formula^ :^ It is meant any substitute for the maternal milk which is composed
d® ICDC has substituted the title of the Decree in the unofficial translation with that provided by the 
Directorate General of Nutrition. It is noted that the words “Mother’s Milk Substitute” and 
“Maternal Milk Substitute” are used interchangeably in the text. Taking the lead from the 
information given by the the DG of Nutrition, all references to maternal milk substitute after Article 
1 will be changed to “mother’s milk substitute as and when they appear.
d^  The term “breastmiik substitute” in the International Code is synonymous with the Arabic term 
for “mother/maternal milk substitute”. It covers more than just infant formula. The definition of the
284
Maha Al-madani
artificially according to the applicable international Food Chartei-d®, and according to the 
Saudi standards, to meet the customarily food requirements up to 6 (six) months of the age 
which is prepared to meet the children's physiological needs including the foods which are 
prepared domestically.
Deaiingd®: It is a process or more that include manufacturing, storing, promoting and sale 
of the products under the scope of this law.
Marketing: It is the activity through which study of promoting, distributing and selling of the 
product is carried out as well as the market and consumer's related research.
Label: It is a written, printed, copied, drafted or engraved on the package of the products 
covered by this law.
Package: It is meant any form of the product packages which are sold as customarily retail 
unit including the external packages.
Samples: one package or small quantities of products which are offered free of charge. 
Producer: An individual, establishment or company which is operating directly or through 
an agent or an entity under his control or engaged with him in manufacturing of product 
under this system.
Marketing Employee: an individual whose tasks include marketing of the product or 
products covered by this law.
Supplier and distributor: An individual, establishment or company which is operating 
• directly or indirectly in the field of wholesale or retail and marketing the products covered 
by this law.
Health Care Institutions: They are meant each public or private authority which has a 
direct or indirect relation on the field of the health care of the mothers, infants and 
pregnant women and all nursery homes, children care societies excluding the 
pharmacies and stores licensed to sell such products.
Health Care Attendant: an individual of the of health Care Institutions in charge of 
nutrition of the mother and child. Such covers those working in the charity and private 
benevolent societies working in the field of health care.
Minister: Minister of Health 
Ministry: means Ministry of Health 
Article Two:
This law aims to provide the safe health nutrition to the babies through protecting the 
natural feeding and fdstefihg it arid to warrant thé ' proper ' usé ' of ' thé' matêrriâi milk ' 
substitutes when needed on the basis of the suitable awareness and through the suitable 
distribution and marketing methods and practices.
Article Three: ,
This law is applied to the dealing and practices associated to the following products: 
Mother's milk substitute, supplementary foods^° of milk products, other foods and drinks 
which are given by the bottle or through other methods when marketed or offered in any
term “mother/maternal substitute” in Article 1 of this Decree is actually “infant formula”. The  
English translation should be amended to avoid ambiguity. It is important to change ONLY the 
translation of “maternal/mother’s milk substitute’ in Article 1. References to this term in the title 
and elsewhere in the Decree should be retained to reflect the wider scope of the Decree as 
provided under Article 3.
® Would this be the Codex Alimentarius Standards?
Consider whether “handling” or “marketing” is a more appropriate word.
The term used in the International Code is “complementary food”. It is necessary to check if 
Article 3 of the Saudi Decree reflects Article 2 of the International Code. If so, the English 
translation needs to be revised. It is to be noted that neither “supplementary food” nor 
“complementary food” is defined in the Saudi Decree. See International Code or extract of GCC  
Model Law for suggestions. Countries can set the upper age limits for the ban on promotion of 
complementary foods. Minimum would be 6 months. ICDC suggests that Article 3 be explained 
to cover infant formula, follow-up formula, any other product suitable for feeding infants up
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way -  after being modified or without modification -  for use as a partial replacement or 
complete replacement to the mother's milk and also feeding nipples and bottles and that 
they are applied to their type and availability and to the use related information.
Article Four:
All informative and educational materials -  whether written, audio or visual -  in respect of 
the child's feeding as issued by the Ministry of Health or other relative authorities -  
should include clear information on the following points:
A -  Advantages of the natural feeding and being better than other kinds of feeding 
(artificial)
B -  Importance of mothers' nutrition and preparing them to the natural feeding and to 
maintain them for the longest possible period
C -  Negative effects to the natural feeding as a result of the partial feeding by the bottle.
D -  Health risk as entailing from the proper use of the mother's milk substitutes and 
supplementary foods.
Article Five:
It is prohibited to advertise and promote in any way for the mother's milk substitute and 
baby foods®\ This prohibition includes:
A -  Use of the Health Care Institutions to promote such products or advertising, offering 
or distributing them.
B -  Furnishing'the producers, suppliers, distributors and health care institutions -  directly 
or indirectly -  any samples of these products, gift, tool or system that encourage use 
them.
C -  Offering any financial gift, sample by the producers, suppliers or distributors of 
products to the Health attendants to promote such products.
Article Six:
As an exclusion to the provisions of article five hereof, the producers, suppliers and 
distributors may offer the scientific pamphlets on the babies foods -  after being approved 
by the Ministry -  to the professionals (only) working in the field of caring of the 
motherhood and childhood provided that the information to be limited to the scientific 
information and to indicate in them about the details of the natural feeding.
Article Seven:
The audio,, video and read press.media should cqpperate effectively in. the.field, of the 
awareness in a way that support the targets of this ' law through programs and 
publications provided by professionals in this field.
Article Eight:
The concerned authorities such as Ministry of Health, other health public and private 
sectors. Ministry of Education, Ministry of Culture and Information, Ministry of Social 
Affairs, Ministry of Higher Education, Ministry of Islamic Affairs, Endowment and Dawa 
(Call) and Guidance should contribute in the publishing the health information pertaining 
to this Law through their available media each according to his field.
Article Nine:
The Health Care Institutions may not employ the staff of the producers of the maternal 
milk substitutes, suppliers nor distributors nor employing their staff in the field of the 
motherhood and childhood care. Further, the staff of such Institutions and their staff may 
not be employed by those producers, suppliers or distributors.
Article Ten:
to 6 months, feeding bottles and teats. With the exception of feeding bottles and teats, the 
products listed herein are breastmiik substitutes.
See footnote 5 for comment on complementary food. There is a loophole as feeding bottles 
and teats are not referred to here or elsewhere in the Decree apart from Article 3.
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Without prejudice to the Saudi standards pertaining to the mother’s milk substitutes, a 
label should be fixed on each packet in a clear way that, easy to read and understand 
and difficult to remove, provided to include the following particulars:
1—Phrase which indicates that the natural breast-feeding is advantageous and to be 
written in a clear and visible way preceded by N.B. and that such phrase is to specify the 
competent authority in the Ministry.
2—Particulars and information on the right way of preparation and warning on the health 
risks that may result form improper preparation and that the label or the package should 
not bear any pictures nor photos of children nor any other signs or texts that give 
impression that it is better than the natural feeding.
3—Statement which indicates to be used only upon necessity under doctor’s or 
professional’s advice in the field of baby feeding provided to include the proper way of 
use.
4—Statement should show the following:
A—list of ingredients.
B—Nutritional composition.
C—Required storage conditions.
D—Batch number, production date and expiry date in straight and clear way.
Article Eleven:
Mother’s Milk Substitutes and' supplementary foods ®^should be in conformity with the 
Saudi standards and to write on the package the suitable years of age to use.
Article Twelve:
The Health Care Institutions should take the suitable arrangements to encourage and 
protect the natural feeding through giving advice, information and training to health 
attendants working in this field.
Article Thirteen:
The Health Care Institutions should not accept any free of charge or discounted 
samples^^ of the baby milk or foods to minimize the spread of the maternal milk 
substitutes.
Article Fourteen:
The Social Care Homes of Orphans may accept samples of the children milk and foods. 
Article Fifteen: .• .• .•
The Health attendants in charge of mothers’ nutrition should encourage the natural 
feeding and,to be well aware of their work requirements and to be qualified to provide the 
relative information, advice and training when necessary.
Article Sixteen: '
The Health attendants in charge of mother’s nutrition and their family members should 
not accept any material or non material gift that may be offered to them by the producers, 
suppliers and distributors of the mother milk substitutes and supplementary foods.
Article Eighteen:
The health attendants and pharmacists only are allowed to explain how to give the 
mother milk substitutes which are prepared or manufactured domestically^'^, provided the 
same is to be limited to the mothers and family members in need of them and the 
provided information is to include clear explanation on the improper use of such 
products.
Article Nineteen:
See footnote 4
The word "supply” is more appropriate. Alternatively, retain the word “sample” and add “singly 
or in bulk”.
This part of the translation needs to be rechecked as the English text incongruously implies that 
the provision applies only to domestically manufactured products. Could it be referring to 
preparation of commercial products at home? Please verify.
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A committee or more is to be formed under a ministerial resolution and such committee 
to include:
A -  A representative for the Ministry of Justice to be nominated by the Minister of Justice 
B -  A representative for the Ministry of Ministry to be nominated by the Minister of Health 
C -  A representative for the Ministry of Commerce & industry to be nominated by the 
Minister of Commerce &.Industry
One member or more at least should be legal official advisor, this committee will resolve 
the disputes arising from the violations of this law and to issue the necessary decisions 
and that the Minister will be the authority that approves the committee’s decision. The 
Executive Regulation will specify the membership duration in this committee and how to 
implement the same and that the remuneration so the committee members will be 
determined under a resolution passed by the Council of Ministers as recommended by 
the Minister.
Article Twenty:
Without prejudice to any penalty stipulated by any other laws, whoever breaches any 
provision hereof (individual, establishment or company) manufacturers, imports or 
distributes the maternal milk substitutes will be punished by a penalty or more of the 
following:
A -W arn ing
B -  Fine varying from SR5.000 as a minimum to SR 150.000 as a maximum 
C -  Closure of the violating firm for at most 180 days.
Article Twenty One:
Without prejudice to any other severer penalty stipulated by any other laws, whoever 
breaches any provision hereof of the private health care institutions or nay of their 
employees will be punished by a penalty or more of the following:
A -  Warning
B -  Fine varying from SR5.000 as a minimum to SR 100.000 as a maximum.
C -  Closure of the violating firm for at most 60 days.
Article Twenty Two:
If the committee has found that the violation requires to apply fine higher than the 
amount specified under articles 20 & 21 hereof or cancellation of license, then the 
committee has to raise the subject to the Minister to forward the dispute to the 
GrieVâhcès Bbàrd'tô fésùivé What ië ëëén hecéssafyi '
Article Twenty Three:
Decision or award passed by the committee may be challenged before the Grievances 
Board within sixty days of informing such decision to the party to the violating party. 
Article Twenty Four:
Under an award passed by the Grievances Board, the penalty sentence may be 
published in one or more local paper at the violator’s expense.
Article Twenty Five:
A staff who breaches the violations of articles (5, 9, 12, 15, 16, 17 and 18) hereof will be 
punished according to the provisions of the Staff Disciplinary Code.
Article Twenty Six:
The Minister shall, in coordination with the Minister of Commerce and Industry, the 
Exe4cutive, Regulations and Decisions for this law within ninety days of being issued in 
the official gazette.
Article Twenty Seven:
This law cancels all other materials conflicting with it.
Article Twenty Eight:
This law is to be published in the official gazette and to be effective 90 days after 
publishing it.
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Appendix 19; Example for interview translated to English language 
Participant 2
interviewing with a mother who is a 25 years old Saudi and having her first child. After 
the mother had been greeted and the information regarding the study and the aim of the 
interview was given, the following in-person face-to-face interview was conducted with 
the participant by me (researcher) in Arabic and translated into English. The interview 
was conducted in the health center according to the preference of the interviewee. A 
private room in the health center were given to me to conduct the interview . The mother 
showed a lot of initiative and want to share her experience of breast-feeding. She is also 
willing to participate in any supporting program regarding breast-feeding.
^^ MA: Are you breast-feeding your baby? ®^ P2: Yes I am.
MA: Did you start breast-feeding when you delivered your baby? P2: No.
MA: Can you tell me more about your breast-feeding experience after delivery?
P2: My baby was very small when she was delivered. After that they took her to the 
neonatal intensive care unit (NICU) and they told me she has to stay in the incubator.
MA: Tell me what happened after that?
P2: I decided at the beginning of my pregnancy that I wanted to breast-feed my baby for 
the first six months exclusively. This is because one time I read that breast milk is the 
best for the newborn in the first six months. Now I am still breast feeding my baby and 
she is five months old.
MA: How is it that you have breast-milk and you are breast-feeding, but you said 
she was small and was taken to NICU?
P2: At the beginning she was very small, I delivered her when I was eight months 
pregnant. She was premature and my first baby. The first day I did not breast feed her 
but the second day I asked the nurse to help me to breast feed my baby. Fortunately 
she was fine and the doctor allowed her to be out of the incubator for breast feeding. It 
was not easy to feed her because I did not know how to hold her and she did not know 
how to suck. Also all thé people around rhe wa^ me regarding breast féedihg!
MA: What do you mean by all the people?
P2: All my husband's family (mother in law, sister in low) and my neighbors and visitors 
who came to visit me. They advised me to give bottle milk because she was small. Some 
of them advised me to give bottle milk alongside the breast milk to make her bigger and 
to rest at night. All of them advised me to train her in taking a bottle because I might 
need it later if I waned to go for shopping or go out for any emergency reasons, at one 
time I was thinking they may be telling me the right thing especially when one night she 
become very restless and was crying to much. All my husband's family blamed me and 
said that my breast milk was the cause of baby crying. I went to the hospital and the 
doctor told me she was fine and advised me to continue to breast-feed her, but asked me 
to be careful with my diet, I should avoid spicy food and any food that my baby was 
becoming affected by. I want to breast feed my baby for two years and I do not want 
what happened to us to happen to my children
MA: What do you mean by what happened to us will happen to my children?
MA=The researcher
P2=Participant 2
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P2: My mother wanted to breast-feed us when we were babies but me and my sisters 
refused breast milk by the age of three or four months. She was compelled to give bottle 
milk. My mother wanted to breast-feed but we kept crying so she gave bottle-feeding. I 
do not want to have the same experience as my mother and I want to continue in breast­
feeding.
MA: Did you used bottle feeding?
P2: At the third week of my delivery, because of all the pressure around me I gave her 
only thirty ml of formula milk that I got, from the hospital when I was discharged. The 
nurse gave me samples and told me I might need it. But when she had the formula milk 
she vomited and she could not tolerated. Since that time I decided not to give formula 
milk at all. I tried to overcome all the forces around me especially my husband's family 
and their visitors. The doctor in the hospital advised me to give breast milk and at home 
they advised me to give bottle milk. At the beginning I was so confused but now I know 
how to handle it.
MA: Did you get the chance during your pregnancy to attend breast-feeding 
information sessions or did any of the health team talked to you about it?
P2: No, nobody but during my follow up I was always the one who kept asking the doctor 
a lot of question regarding baby care. I remember one time when there was only a nurse 
who gave us a very useful session about breast feeding benefits.
MA: Did anybody anywhere talk to you about bottle feeding?
P2: Not at all. i
MA: During your stay in the hospital did any body talked to you about breast 
feeding or ask you to feed?
P2: Nobody told me any thing about breast feeding, During my discharge the nurse gave 
me formula milk as a sample that I might need.
MA: When did you decide to breast feed your baby?
P2: When I was fifteen years old my dream was that when I had a baby I would breast- 
Teed. her/him..
MA: This means it was before getting married and before being pregnant?
P2: Yes this is true
MA: What was the main reason why you made this decision?
P2: I read a lot about baby health and I know that the best food for the newborn is breast 
milk. Also from the posters in the health centre where I went during my pregnancy, it was 
written that breast feeding is the best, and advised mothers to breast-feed for two years. 
There was a table comparing bottle-feeding to breast-feeding .
MA: Tell me how do you know that breast-feeding Is best for your baby?
P2: From my reading.
MA: Who helped you to continue to breast-feed?
P2: From my information that I gained through reading and internet searching. Also I 
watch television programs regarding infant health. I always keep looking to see if there is 
anything about infant care .
MA: Tell me more, what was the role of your husband?
P2: My husband encouraged me to breast feed and he was the one who supported me 
from the beginning. He asked me not to listen to any of his family members about bottle
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feeding. He said to just follow the doctors’ advice. I was afraid that my husband would 
influenced by his family's advice regarding the use of bottle feeding. But this did not 
happen.
MA: Do you have any problems now w ith breast-feeding?
P2: Yes at the beginning it was very difficult to breast feed my. baby , she was very small.
MA: Tell me more who helped you to overcome this problem?
P2: The nurse at the hospital showed me how to hold her and feed her and I followed her 
instructions. it worked.
MA: What was your mother's role?
P2: I was not sure if my mother was going to encourage me to breast feed my baby 
because I am living away from my mother. I am living with my husband family. I was 
afraid that my mother was going to be the same others regarding the important use of 
bottle-feeding. Fortunately on my third week after delivery I asked my husband to take 
me to my mother's house . That time I felt I needed to be away from people who put a lot 
of stress on me regarding the way of feeding my baby. I went to my mother and she was 
very helpful regarding breast feeding and she encouraged me and helped me to care for 
my daughter. But when my child was two months old I visited my mother again and 
during that night my mother advised me to bottle feed my daughter to keep her from 
crying the all night. But she did not insist and I did not followed her advise.
My mother told me you should think about giving mixed feeding because this will help 
you to sleep better, formula milk will make your baby full and help her to sleep longer at 
night.
MA: Are you going to follow you mother's advice?
P2: No, I do not want to follow my mother advice but sometimes I feel weak to this kind 
of advices especially when I feel tired or my baby not sleeping well at night. The thought 
of giving my baby formula milk is always coming in my mind. But till now I have not given 
any.
MA: Did anybody you know from your farhily merhber or friends bréàstTèéd their 
babies?
P2: Yes, my friends, but all of them give breast feed but with formula feeding especially 
at night. They advised me to do the same.
MA: Tell me more about you friends and how they influence you choice about 
breast feeding you baby ?
P2: Last month my baby was five months old. I bought a formula milk like my friends and 
I decided to start bottle feeding. I started to give my baby one bottle feeding at night. I did 
this first of all because I believed my mother's advice so I followed her advice regarding 
the use of one feed at night to help me to sleep. Secondly she is now almost six months 
and thirdly I was expecting to have a job. But when I found that no body replied to me 
regarding the job. I stopped bottle-feeding and now 1 am only breast-feeding her with 
some semi solid food.
MA: Has your baby had breast m ilk from a wet nurse before?
P2: Not at all. I do not like my baby to be breast fed by another mother, I am her mother, 
I will breast feed her or if she need more I would rather give her bottle feeding not a wet 
nurse.
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MA: Can you tell me more about why you don’t want you baby to have a wet nurse 
if she needs one in an emergency?
P2: If a wet nurse fed my baby I would feel jealous, as if my baby has been taken from 
me by someone that doesn't have the right to take my baby. My baby is mine.
MA: Do you have any idea if breast-feeding is a part o f our religion?
P2: Yes I know. It is mentioned clearly in the Quran and by the prophet Mohammad 
peace be upon him.
MA: Do you think that Islamic breast feeding teaching had an influence in your 
decision?
P2: Yes, a lot. The Islamic teaching about breast feeding give me the strength to 
continue and also I know that the strength of the truth about giving breast feeding not 
bottle feeding.
MA: Do you want to add anything else?
P2: Yes, 1 would like to encourage all mothers to breast feed their babies. It is advised by 
Islamic religion that we need support to help us overcome any problems during breast 
feeding and.to continue feeding our babies. I want all my community and people around 
me to know and understand the importance of breast-feeding and I would like all doctors 
and nurses to be available to help with breast feeding. Also I would like families and 
friends to be breast-feeding supporters rather than mixed feeding supporters. I think the 
most important factor affecting the kind of baby feeding is people around you. If all of 
them exclusively breast feed , it will be normal practice but if they are mixed feeding Like 
what happens these days, they encourage this practice. I wish there could be breast­
feeding support groups either by qualified mothers or by doctors and nurses or by any 
organization that deals with and helps in infant care.
Summary
In summary it is concluded that this mother was lucky to have total support from her 
husband and her baby's doctor. All her husband's family as well as her mother and her 
friends, were .mixed, feeding supporters/ This .mgde.her give formula feeding for.a short, 
period. Thinking about having a job was also another main factor in deciding to use 
formula feeding beside breast-feeding.
First time mothers need help in how to breast feed and how to overcome any minor 
problems before they become major one.
Analytical note:
1. The importance of staff communication in the hospital.
2. Lack of Health education in the health centres which meet the mothers need and 
suitable for their time.
3. Prime para mothers need more help than the multi Para mothers’ need
4. The pressure of the family on the mother to try bottle-feeding.
5. The great support of the Husband
6. The mother was highly intended to breast feed even before get married.
7. Mixed feeding become common in Saudi society.
8. The changing beliefs and attitudes towards wet nurse in Saudi Arabia.
9. The need of health professionals support and follow up particularly for first time 
mother.
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Appendix 20: Exploratory interview (pilot a study)
MA = The researcher 
P1: Participant 1
interviewing a mother who is Saudi and having three children. The last child age is, 6 
months. After the mother greeted and the information regarding the study and the aim of 
the. interview was given, the following interview conducted in one of the rooms in Duke of 
Kent building according to the preference of the interviewee.
MA: Are you breast-feeding your baby?
PI: No no.
MA: Did you start breast-feeding when you delivered your baby?
P I: Yes
MA: Would you please tell me about starting breast-feeding you baby?
PI: I started breast-feed her on the 3^  ^day after delivery. I know it is too late but because 
I was tired and this is why I delay it tell 3""^  day. I started breast-feeding her but she keep 
crying she was very small and her weight was 2.2 kg and she was not sucking well. I felt 
that she is still hungry and need to have bottle-feeding so I started giving her on bottle- 
feeding. Later after one week I managed to give her breast milk except at night bottle- 
feeding was a must. (The next question here could have been: Can you tell why you 
thought that bottle-feeding at night was a must?)
MA: Can you tell me when did you decided to give her bottle-feeding?
P1 : I decided to give my baby bottle-feeding during pregnancy.
MA: What helped you make you have that decision?
P I: Ahhhhhhhhham may be because I have previous experience with my second child it 
was so horrible to exclusively breast feed him.
MÀ: Can you tell nié more about this experience and how it becomes a problem?
P1: 1 delivered him here in UK and all staff and the midwife were encouraging me to 
breast feed my baby and the midwife was helping me on how to hold and manage 
feeding him. I breast-fed him for the first month exclusively and because he gave me a 
hard time; I could not sleep well and rest; he always crying especially at night. This 
makes me starting giving him bottle-feeding so I can sleep and rest at night. I know the 
benefits of breast-feeding, I like to breast feed the baby but sleeping, and rest was very 
important for me.
With my second child I just give him breast milk and he did not want to sleep and he 
want to be most of the time on my breast and I could not lie on my back and started to 
have backache. I can tell you it was like a kind of nightmares, keeping me having 
headaches and restlessness. Always, if I have choice for infant feeding I will choose 
mixed feeding because breast-feeding only restricting me to do my shopping and to have 
normal social life. (Explore this further. What did she mean by normal social life?).
MA: Can you tell me about your feeding experience with your last baby?
P1 : I choose to have mixed feeding for her from the begging before suffering like 
previous one.
MA: Tell me more?
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P1: She was small, jaundiced and she was crying and sometimes it is a kind of 
misleading when the baby keeps crying. This gave me a feeling that she has not full yet 
and I do not have enough milk for her. The bottle-feeding was given from the beginning. 
All people tole me this is not true even the physician told me if you have milk in your 
breast it should be enough. I know this information but I could not believe it because still I 
have feeling that I do not have enough milk for my baby because of her cries
MA: Did any body help you during this time regarding this problem?
P1 : No the problem in back home (Saudi Arabia) I think is the nursing staff. When the 
baby is delivered they take him immediately to the nursery and give him bottle-feeding 
straight away without giving you a choice or even ask you to breast feed him. I was the 
one who told the nurse to bring my baby to breast-feed her on my third day of delivery. 
When I compare here in UK with the situation on back home it is completely different. In 
the UK the nurse is supporting breast-feeding and encouraging the mother and helping 
her to apply to apply the baby to the breast. It is not allowed for nurses to give bottle- 
feeding in the hospital. They forced me to start breast-feeding and teach me how to hold 
him. I think what is happening in our country is not right.
MA: What do you think it should be done to make it right?
P1; I think that nurses should be trained well for supporting breast-feeding exactly like 
here at UK. The nurse because they are midwife they trained to be breast feeding 
supporter. They know how to manage the problems and give mothers advice. Also the 
idea of visiting mother after her delivery at home is a good idea. The health visitor also 
helps and encourages the mother to breast-feed. To follow the same way will help to 
make breast-feeding better and help mothers to deal with any problems during her baby 
feeding. (I should explore with her about some of the problems of creating such 
initiatives. Home visiting?
MA: For how long you gave, your baby mixed feeding?
P1: I gave her breast milk as well as bottle-feeding for the firs three months half, and
after that, I gave her only bottle-feeding.
MA: Are you satisfied with this choice of infant feeding?
P1: Ahhhhhm omm.. Not exactly if I had the choice again I might choose to breast feed 
my baby longer. Because I knew that I will go back to my work, which expose me to 
some chemicals, and this will harm my baby if I still breast-feed her. This is why I 
stopped the breast milk. I want to breast feed her longer but this is what happened. It is 
nice and happy feeling when you breast-feed your baby. I felt that my heart was broken 
when I stopped breast-feeding.
MA: What do you think influenced your infant feeding choice?
P1: I think my work and my self. As I said before the harm of my work and the need to 
have rest and enough time to sleep.
MA: Do you have problems with breast-feeding?
P I: No at all except that sleeping at night, which I solve it by giving bottle-feeding 
MA: What was the role of your husband?
P1: He was encouraging me to breast feed my baby but because he cares about me he 
asked me to give bottle-feeding if this was going to let me feel better. He is not interfering 
with this decision because he knows that this is at last my decision to breast feed or not.
MA: What was your mother role?
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P1: My mother was encouraging me to breast-feed my baby but this what I want.
(VIA: Did your mother breast-feed you and your bothers and sisters?
P1: No not much may be for a month maximum.
MA: Do you know why?
P1: Because she dose not want to breast-feed only.
MA: Do you think Islamic teaching regarding infant feeding has an influence on 
your decision to keep breast-feeding your baby with the bottle-feeding?
P1: No not really but I think this is may be. May be it has some influence on us as a 
Muslim unconsciously. Every body read Quraan, which encourages mother to breast­
feed her baby and sees friends, family members and people that breast-feed their 
babies. This is a usual thing to see.
MA: What sort of things encourages you to breast-feed?
P1: I think having long maternity leave as well as leave to care for baby about one year. 
Also having well trained nurses and midwifes to encourage breast-feeding.
MA: What will need to happen to feel comfortable to breast-feed your baby?
P1 : Having enough time with my baby by staying at honie and be away from .work.
MA: Did any body you know from your family member or friends breast-feed their 
babies?
P1: Yes my friends do breast their babies and keep telling me that I have to breast-feed 
my baby as well. Do you know I am much better than my sister in law she not even give 
a drop of breast milk to her baby because she want to keep her body look good.
MA: Do you want to add more?
PI: No
Thank you very much
Note for me  ^ .
For my interview T should think about what the people are saying and focus on that 
and get them to explore on the issues they are raising. The qualitative interviewing 
works not following my own agenda but the participants’.
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A ppend ix  21: Codes in separate w indow s fo r  all in te m e w s  
Code System
Mixed feeding is common practice 
Traditions and belives 
Satisfaction o f infant feeding choice 
Kin-based socialization 
Bottle feeding initiation
Immediately after discharge 
From the first week PP 
Bottle feeding Advert 
The mother view o f BF 
Normal
Seeking help
No seeking help from any body 
From her mother
Confidence to medical staff
Very good 
Lack of
Number o f bottle-feeding per day
Factors affecting feeding choices
The facilities is available to BF in public 
BFIH
Mother factors affecting feeding choices
Not planning to BF for 2 years 
Has no problems during BF initiation
.....................................Planned to give mixed feeding.......................... ...............
' ' Mother beliefs' '
Mother previous hospital policy experiences 
The shape of nipples .
New pregnancy
BF gives strong relation between mother and baby 
BF Kind of love and care
Mother intention to give bottle-feeding during pregnancy 
Why?
Mother not prepared to BF immediately 
Mother infant bonding 
Responsibilities for other children 
Spaces between children 
BF other children
Not all of them
Why not BF other children 
All other children had mixed feeding 
multipara 
Self-confidence 
Experience 
Give up
Thinking of giving bottle feeding
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Knowledge
primipara
Mother insist to BF
Intention congruent with behaviour
Antenatal planning to BF
Infant factors affecting feeding choices
The baby was very difficult 
Baby crying 
Reaching 6months 
Poor sucking 
Premature delivery 
High-risk baby 
Baby factor as small
Family factor
Living near their family 
Husband
Why?
Her mother
The community 
Media
TV
Participants’ needs and advices 
Wishes 
Needs 
Advice 
BF Islam Teach
Not influence the feeding choice
The mother not sure of the influence of religion on her choice
• • • • • ■ • • Never hear about i t ................................... ................
" Literacy ' ' ' ' ' ' '
Know the Islamic BF instruction 
Wet nursing
The wet nurse milk 
Happy with wet nursing 
Changing norms 
Why?
Lack of continuing teaching
Postnatal
Antenatal
Confused
Pervious decision to BF 
BF barrier
Wants the father to share infant care 
Living far away from work 
Lack of facilities for working women 
The presence of maid 
Language
Arabic speaking
Non-Arabic speaking staff (nurses)
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Being away from her city
Lack of communication between mother and paediatrician 
Hospital policies 
Hospital routine 
Incubator
Advises affecting mother choice
Helpful advice advises 
Husband first wife 
Husband 
Her friend 
Her mother 
Health prof 
Unhelpful advice advises 
Husband first wife 
Neighbours 
Her friend 
Her mother 
Health prof
Reasons of using bottle-feeding
It is easy
Breast milk dried up 
Full stomach
To finish some work outside 
Lack of prof support and education 
I am tired
Baby not sleeping well at night
Stressors
Lack of knowledge
Baby crying
Having or may have job ■ •
■ BF initiation difficulties • •  ...............................
Domination of doctors 
The role of the nurse 
Source of knowledge
Family members, friends and neighbours 
Onset of feeding
Immediately 
Not immediately 
Type of feeding
BotF
CombF
EBF(1)
Women’s writes
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Appendix 22: Example for raw data analysis using Maxqda
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Interview? BF 11/07/2011
type of feeding. § 
..EBF(1) $
onset of feeding $ 
..not immediately g
..baby factor as small $ g 
..infant factors affecting feeding ,  
..high risk baby 9
................................ high .risk .baby. §
I
I 3!
I :
 ^ 4 |
I .
Interviewing a mother who is 25 years old Saudi and having
the first child. A fter the mother greeted and the information regarding
the study and the aim o f the interview was given, the follow ing in-
person face-to-face interview were conducted w ith  participant by me
(researcher) in  Arabic language and translated in  English. Interview
was, conducted in  the health center according to the preference o f the
interviewee. Private room in the health center were given to me to
conduct the interview . the mother was very in itia tive and want to
share her experience in  breast feeding. Also she is welling t  o
participate in  any supporting program regarding breasrt feeding.
M A  = The researcher 
P2= Participant 1
MA: Are you breast-feeding your baby?
P2: yes I do.
I ® MA: Did you start breast-feeding when you delivered your baby? 
i n P2:no.
: ^  i MA: can you tell me more about your breast-feeding experience 
I I after delivery?
: ® i P2: my baby was very small when she was delivered. A fter that they 
: took her to the neonatal intensive care unit (N ICU) and they told me 
I ./.she w ill stay.in the i n c u b a t p r , . . . . . . . . . . . . . .  „ „ .........
..antenatal planning to BF 
..antenatal planning to BF
sourse of knowledge 
.Intention congruent with behaviour
10
Il1^
MA: tell me what happened after that?
P2: I  am tru ly at the begimiing o f my pregnancy I  want and wish to 
breast-feed my baby for the firs t six months exclusively. This because 
one time I  read that breast m ilk  is the best fo r the newborn in  the firs t 
six months. Now I am s till breast feed my baby and she is five 
months.
..premature delivery P 
..primipara 9 1
..hospital routin T $ 
..mother irisist to BF 9 ,  
thr role of the nurse * 5 
domination of doctors $
.BF initiation difficulties T $ 
..lack of knowledge ? .  ,  ,  
..poor sucking * 1 9  9 
..lack of knowledge I  
..the communitee
..Family factor J §
family members friends and neighbors 
..incorrect advises
MA: how now you have breast milk and you are breast-feed and 
1 you said she was small and took her to NICU?
P2: at the beginning she was very small, I  delivered her while I am 
; eight months pregnant. She was premature and the firs t baby for me.
I The first day I did not breast feed her but the second day I  asked the
; nurse to help me to breast feed my baby. Fortunately she was fine and
j the doctor allow her to be out from the incubator during breast
I ; feeding. It was not easy to feed her because I do not know how to hold 
I ; her and she does not know how to suck. Also a ll the people around 
I me was against me regarding breast feeding.
M ■ ■ . .
MA: what do you mean all the people?
P2: all my husband's fam ily (mother in low , sister in  low) and my 
I neighbors and visitors who came to great me. They advised me to
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..incorrect advises ^  
..incorrect advises 6
..incorrect advises 6
Advises affecting mother choice g
..Family factor 
..health prof
..mother insist to BF 
pervious decision to BF
..her mother P
..baby crying 
.mother insist to BF 0
.the communitee 
..heath prof 0
..knowledege iji 
.the communitee
give bottle m ilk because she is small. Some o f them advised me to 
give bottle m ilk beside the breast m ilk  to make her bigger and to rest 
! at night. A ll o f them advised me to train her in  taking bottle so I  m ight 
: need it later i f  I  wan to go fo r shopping or go for any emergency 
: reasons. One time I was thinking they may be telling me the right 
; thing especially when she become one night very restless and crying 
; to much. A ll my husband's fam ily palmed me that my breast m ilk  is 
; the cause o f baby crying. I went to the hospital and the doctor tolled 
me she is fine and he advised me to continue breast feed her and 
; asked me to be careful in  my diet, I should avoid the spicy food and 
: any food that my baby is becoming affected by. I  want to breast feed 
; my baby fo r two years and I  do not want what happened to us w ill 
happen to my children
MA: what do you mean by what happened to us will happen to 
; my children?
P2: my mother want to breast feed us when we were babies but me 
and my sisters refused breast m ilk  by the age o f tliree or four months. 
She was compelled to give bottle m ilk. M y mother want to breast feed 
but we keep crying as she said and she gives bottle feeding. I  do not 
want to have the same o f my mother experience and I want to 
continue in breast feeding.
17
18
19i
MA: did you used bottle feeding?
P2: at the third week o f my delivery because o f a ll the pressure 
around me I  gave her only th irty m l o f formula m ilk  that I have had it  
from the hospital during my discharge. The nurse gave me samples 
and tolled me I might need it. But when she had the formula m ilk  she 
vomited and she could not tolerated. Since that time I  decided not to 
give fo iinu la m ilk at all. I  tried to overcome a ll the forces around me 
especially my.husband.family.and their visitors.. The doctor.in.the
hospital advice rhê to give breast m ilk  and at home they advice rhe to 
give bottle m ilk. A t the bringing I was so confused but now I  know 
how to handle it.
confused
..knowiedege
..antenatal $
;.antenatal P
120 MA: did you have any chance during your pregnancy to attend 
i i breast-feeding information sessions or any of the health team 
talked to you about it?
P2: no no body but during my fo llow  up I  always the one who keep 
asking the doctor a lot o f question regarding baby care. I  remembered 
one time only there was a nurse who gave us very useful session about 
breast feeding benefits.
121
122
123
'24
MA: did any body any were talked to you about bottle feeding? 
P2: no at a ll
25 MA: during your stay in the hospital did any body talked to you 
about breast feeding or asked you to feed?
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..post natal |  g 
..heath prof
26 P2: No body tolled me any thing about breast feeding. During my 
discharge the nurse gave me formula m ilk  as a sample that I might 
need it.
..mother insist to BF
127 MA: when you have the decision to breast feed your baby?
! 28 P2: when I. was fifteen years old I had the dream that when I  have 
I baby I  w ill breast feed her/him.
129 MA: this means it was befor getting married and before being 
! pregnant?
120 P2: yes this is true
! '
121 MA: what was the main reasons encouraged you to make this 
I decision?
..knowiedege 
..knowiedege 0
..knowiedege §
•knovi/ledege 
. . ..Media
22 P2:1 read a lo t about baby health and I  know that the best food for the
i new bom is the breast m ilk. Also from the posters in  the health centre
I ' were I go to fo llow  my pregnancy was written that breast feeding is 
I i the best and advices mothers to breast feed for two years. There was a
I ; table comparing the bottle feeding to breast feeding benefits.
i .
123 MA: tell me how do you know that breast-feeding Is best for your 
j ; baby?
|24 P2: my reading.
■ 1 ■ ■
125 : MA: who helped you to continue to breast-feed?
126: P2: from m y information that I  gained through reading and internet 
;i ; ■; Sêafching; Also: I  w #ch teleyisidn pfbgfam regarding .'ih W f heath! I 
r ■ 'always keep looking i f  there is any tiling about infant'care . ■ ■ •
I i .
I :
127 MA: tell me more, what was the role of your husband?
128 ; P2: M y husband encouraged me to breast feed and he was the one 
i who supported me from the begimiing. He asked me not to listen to 
; any o f liis  fam ily members about bottle feeding. He said just fo llow  
: the doctors’ advice. I was afraid that my husband w ill be influenced 
I by his fam ily advices regarding the use o f bottle feeding. But this did 
: not happen.
29 MA: do you have any problems now with breast-feeding?
I ■|40 ; p2 : yes at the beginning it  was very d ifficu lt to breast feed my baby , 
I ' she was very small.
..husband P
.baby factor as small
..health prof
MA: tell me more who helped you to overcome this problem?
I
142 P2: the nurse at the hospital showed me how to hold her and feed her 
' and I  followed her instructions . it  worked.
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43 MA: what was your mother role?
..the communitee g 
..her mother
..sterssors m
..her mother g
..her mother g
..her mother g
44
145
P2: I  was not sure i f  my mother is going to encourage me to breast 
feed my baby because I  am liv ing  away from my mother. I  am liv ing 
w ith my husband family. I  was afraid that my mother is going to be 
the same o f others regarding the important use o f bottle feeding. 
Fortunately on my third week after delivery I asked my husband to 
take me to my mother house . that time I fe lt I  need to be away from 
people who put a lo t o f stress on me regarding the way o f feeding my 
baby. I  went to my mother and she was very helpful regarding breast 
feeding and she encouraged me and helped me to care for my 
daughter. But when my child was two months old I  visited my mother 
again and during that night my my mother advised me to bottle feed 
my daughter to keep her from  keep crying the a ll night. But she did 
not insist and I  did not followed her advise.
M y mother tolled me you should think about giving mixed feeding 
because this w ill help you to sleep better, fonnula m ilk  is making you 
baby fu ll and help her to sleep longer at night.
146: MA: are you going to follow you mother advice?
..i am tired T 5 
..baby not sleeping v/eil at night 9 t 
..her mother 11  
..thinking of giving bottle feeding J,
47 P2: no I do not want to fo llow  my mother advice but some times I  feel 
week to this kind o f advices especially when I  feel tired or my baby 
not sleeping well at night. The thought o f giving my baby formula 
m ilk is always coming in my mind. But te ll now I  did not give any.
family members friends and neighbors
148,
149
MA: Did any body you know from your family member or 
friends breast-feed their babies?
P2: Yes my friends, but a ll o f them give breast feed but w ith  formula 
feeding especiUly.at night. They, advised me to. do. the same.....
60 MA: tell me more about you friends and how they influence you 
choice about breast feeding you baby ?
151
..give up
..her mother g
..reaching 6months 
.having or may have job
..mother insist to BF Ù
P2: last month my baby was five months old. I  bought a fonnula m ilk  
like my friends and I  decided to start bottle feeding. I started to give 
my baby one bottle feeding at night. I  did this firs t o f a ll because I  was 
believe one on my mother advices so I  followed her advice regarding 
the use o f one feeding at night to help me to sleep. Secondly she is 
now almost six months and th ird ly I  was expecting to have a job. But 
when I  found that no body replied to me regarding the job. I stopped 
the bottle feeding and now I am only breast feeding her w ith  some 
semi solid food.
..changing norms g
; 62 MA: did your baby have breast milk from wet nurse before?
i 63 : No at all. I do not like my baby to be breast feed from  another mother, 
I am her mother I  w ill breast feed her or i f  she need more I rather give 
her bottle feeding not wet nurse.
64 MA: can you tell me more why you don’t want you baby to have
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..why
.know the Islamic BF instruction
.knowiedege g
wet nurse i f  she need fo r an emergency?
65 P2: i f  a wet nurse feed my baby I feel jealous as i f  my baby is taken 
from me by someone that doesn’t has the right to take my baby. M y 
baby is mine.
65 M A : do you have any idea i f  breast feeding is a part in  our 
religion?
67 P2: yes I  know. It  is mentioned clearly in  the Quran and by prophet 
Mohammad peace be upon him.
68 M A : do you th in k  tha t Islam ic breast feeding teaching had 
influence in  your decision?
69 P2: yes allot. The Islamic teaching about breast feeding give me the 
strength to continue and also I know that the strength o f the truth to 
giving breast feeding not bottle feeding.
..advice
.needs g
|60
I "
162
M A : Do you w ant to add more?
P2: yes I would like to encourage a ll mothers to breast feed their 
babies., it  is advised by Islamic religion We need support to help us. 
overcome any problems during breast feeding and to continue feeding 
our babies.
..advice 
.needs |
..advice 6
.the communitee g
..needs g
(63
164
165
I  wish a ll my community and people around me know and understand 
the importance o f breast feeding and I  would like a ll doctors nurses to 
be available to help w ith breast feeding. Also I  would like the 
families, friends being breast feeding supporter rather than mixed 
feeding supporter.
I  think the most important factor affecting the kind o f baby feeding is 
people around you. I f  a ll o f them exclusively breast feed , it  w ill be 
normal practice but i f  they are mixed feeding as happens these days. 
They encourage tliis  practice.
I wish i f  there w ill be breast feeding support groups either by 
qualified mothers or by doctors nurses or by any organization deal and 
help in infant care.
: 56 Thaiik you very much
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57 Summary
;58 111 summary its concluded that this mother was lucky to have all
I support from  her husband and doctor o f her baby. A ll her husband
; fam ily as w ell as her mother and her friends were mixed feeding
I : supporter. This makes her some tirne giving formula feeding for short
I period. Thinking to have a job also was another main factor to use
I i formula feeding beside breast feeding.
First time mother need help in  how to breast feed and how to 
overcome any m inor problems before it  become major one.
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Appendix 23: A guide to infant formula for parents who are bottle-feeding
Please follow this web site for the Baby Friendly Initiative UNICEF: 
http://www.babvfriendlv.org.uk/items/resource detail.asp?item=627 
you can find the following link
^  A guide to infant formula for parents who are bottle feeding 
^  Health Professional's Guide to the leaflet 
@  Bottle Feeding /External link - Department of Health)
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Appendix 26: Breast-feeding specialist London study days
D E B O R A H  R O B E R T S O l ^  I B C L C
L Æ C T Æ T I O N  C O N ^ t J L T A N T
34 Rochester Avenue 
Rochester
Kent
AAEl 2 [>\W
01634 814275 
dèborahruk@ÿdh6o.co.uk
www.breQStf eedi hqspeci la list.com
CERTIFICATE OF ATTENDANCE
BREASTFEEDING SPECIALIST STUDY DAYS 2009/10
Awarded to . . .
fo r attending the 6.5 hours Study Day:
#10 Sat 5th June 2010 m Lohdoh 
Ex|]l(DrinQ thë Tdéd df Bèdbmihd d Lactation Côrïsültdhf
o Why aspire to  become a Lactation Consultant?
» Where are the career/yqlunteering opportunities fo r  IBCLCs? 
e Who can Become eligible to  à it the exam? 
o How much does i t  cost to  get qualified?
• f ■ . ■ '
o W hat needs to  be covered fo r  the Exam in July?
* When can a busy person.fit in all.the study and revision? - Strategies th a t help and
make it. less scary!.
• Ten multiple choice, question's to  te s t recall, understanding and application o f the  day's
learning, followed by discussion.
^ Iv y l j 2 ^ o  
Deborah Robertson................... ............
DEBORÀiâ ROBBKTSÔIN IBCLC
LACTATION CONSULTANT
34 Rochester Avenue
Rochester
Kent
MEl 2DW
01634 814275
deborohruk@yahdo.co.uk
w w ^ . b r ê Q S t f è é d in q s jü e c i lQ l i s t . c o m
)
CERTIFICATE OF ATTENDANCE 
BREASTFEEDING SPECIALIST STUbV DAYS 2009/10
ii'.Awarded to .........ZWckéci ............ , ,
for attending the six and a half hour Study Day:
# 2  Sat 7**^  August 2010 in London: 
Parenting Philosophies & Relationships lihpactirid Brëastfèedihg
» KAN6ARPP NOT JU5T FOR PREMATURE BABIES. ■ (tS  hours)
o po stnatal DEPRESSION, TOEATiWENTO^^  ^ ...... (J.5.haurs),
TWO CONTRASTING POPULAR CHILDCARE PHILOSOPHIES (EORD AND .. 
SEERS) AND: THEIR IMPACT ON THE BREASTFEEDING FAMILIES WITH 
WHOMWEWORK.
o BREASTFEEDING AND SEXUALItV.
*» TEN MULTIPLE CHOICE QUESTIONS to test recall, understanding and 
application of the day's learning, followed by discussion.
. (L5. hours) 
(1.5 hours)
(b.5 hours)
6 .Ç L CÉRP5 àlloccited by ÏBLCE: Approval no 30624K
Deborah Robertson
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Appendix 27: The difference between Qualitative and quantitative research
R/Ietatheoretica! 
Assumptions About
Positivism interpretivism
Ontology Person (researcher) and reality 
are separate-
Person (researcher) and 
reality are inseparable (life- 
world).
Epistemology Objective reality exists beyond 
the human mind.
Knowledge of the world is 
intentionally constituted 
through a person.s lived 
experience.
Research Object Research object has inherent 
qualities that exist independently 
of the researcher.
Research object is 
interpreted in light of meaning 
structure of personas 
(researchers) lived 
experience
Method Statistics, content analysis Hermeneutics, 
phenomenology, etc.
Theory of Truth Correspondence theory of truth: 
one-to-one mapping between 
research statements and reality.
Truth as intentional 
fulfillment: interpretations of 
research object match lived 
experience of object
Validity Certainty: data truly measures 
reality.
Defensible knowledge claims
Reliability Replicability: research results 
can be reproduced
Interpretive awareness: 
researchers recognize and 
address implications of their 
subjectivity.
S o u r c e :  C l a s s  n o t e s  p r o v id e d  b y  J o r g e n  S a n d b e r g  (  c i t e d  f r o m  W e b e r  R .  2 0 0 4 )  . [ o n l in e ]  A v a i l a b l e  f r o m  
h t tD : / /w w w . m i s a . o r a /a r c h iv i s t /v o l / n o 2 8 / i s s u e 1 /E d G o m m e n t s V 2 8 N 1 .D d f  ra c c e c G B d  o n  2 8 t h  S e p t e r n b e r  2 0 1 0 ]  .■ '
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Appendix 28: An Overview of the author
Maha AI-Madani is a Saudi national born, on November 19^  ^ 1970, in the city of Al- 
khobar. Mrs. AI-Madani gained a Bachelor’s degree in nursing sciences from King Faisal 
University in Dammam in 1994. She has eleven years’ experience in nursing (1994- 
2004), three years as an infection control nurse, six months as a nurse educator and four 
years studying for masters in maternity nursing in Riyadh, and she earned her Masters 
degree from King Saud University in 2003. Then, she spent four years in the Nursing 
College of King Faisal University as a lecturer in maternity nursing as well as carrying out 
administrative work as female administrator and nursing interns’ coordinator. In 2006, the 
university authorised her to further her studies in the United Kingdom. Mrs. AI-Madani is 
married and is now a mother of four children. All were breast fed for one year except the 
last one, who was breastfed for two years due to breast-feeding improved awareness.
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